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 INTRODUCTION 
According to the World Health Organisation (WHO), children are our investment in 
tomorrow's society. Their health and the way we treat them in their adolescence until adulthood 
will have a significant impact on the welfare and stability of our country in the next decade, too. 
In keeping with the United Nations Convention on the Rights of the Child we define as child 
every human being below the age of eighteen years. The general term children’s health fully 
includes infants, pre-school children, older children and adolescents. These groups also comprise 
subgroups that differ in stages of development, risks to and determinants of health, and needs for 
services and public health measures. 
 
On health inequalities 
Like in many other countries of Europe and the European Union, there are significant 
gaps in children's health and disparities in their access to health services in Hungary, too. It may 
be observed especially in families with children with inadequate access to quality health 
education and IT services, living under bad housing conditions with insufficient nutrition. It has 
been scientifically and clearly proved that social factors are responsible for the majority of such 
health disparities: people within socially disadvantages and/or marginalised groups die earlier 
than their fellow citizens in a more favourable social position.  Between 30-50% of mortality and 
health problems among children are related to the disadvantaged social and economic position of 
parents even in the 15 old — and richer — Member States of the European Union, too. 
Consequently, health and public health programs intending to reduce the social burden of disease 
may only achieve their otherwise necessary and potential objectives, if they also deal with the 
underlying causes of death and diseases. 
 
In numerous areas, we can definitely say what has to be done, but even already available 
effective interventions do not always reach enough people or those, who would need them most. 
Consequently, each health program aiming at the reduction of diseases and life-saving must also 
take into account the social factors of health, as they determine whether the available knowledge 
and resources will reach all children and mothers in need or not. This can also help us break the 
magic cycle of poverty and disease. 
 
 
Reasons to focus on infant and child health  
Fewer children are being born in Europe and in Hungary and they are likely to live a long 
time. Thus, it is vital to do everything possible to ensure that these children grow up healthy and 
maintain their health into old age.  
 
Second, childhood is the best period in which to act. This is when action is most effective 
in both promoting good health and preventing ill health in childhood and later life. 
 
Health in childhood determines health over the total lifespan and into the next generation. 
The first years of life lay the foundations for people’s achievement of their health potential. How 
the brain develops in early life determines whether people have the skills to cope with disease 
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risk in later life. Problems in early childhood development have a strong relationship to non-
communicable diseases (NCDs) in adult life. Health promotion is most effective in the early 
years of life. 
 
Disease prevention and control should counter the negative influences on health as early 
as possible in life, to keep problems from passing into later stages of development. To a large 
extent, each stage in the development of a child prepares the way for the next. That is why it is 
important to anticipate risks as and when they are likely to emerge. This means that the wisest 
policies on children’s health focus on early and well-targeted interventions. 
 
The basis for good health is established even before conception. Much can be done to 
decrease the incidence of avoidable disabilities and diseases through various interventions with 
proven effectiveness.  
 
In an ideal situation, each pregnancy would be a planned pregnancy, and each child 
would be borne as a planned child. Unplanned and undesired pregnancy is a significant risk 
factor of prenatal and infant mortality. The same applies to teenage pregnancy, too. Newborns of 
young mothers are more likely to be borne with a lower weight. Low birth weight increases the 
risk of health impairment both in the neonatal period and later. 
 
There is no doubt that the neonatal period is a critical period of life. The availability of 
various basic gynaecologic and neonatal health services is of vital importance in the strict sense 
of the word, especially in the case of pregnancy, labour or birth complications. 
 
 
Strategy for improving the health and development of children and 
adolescents  
BACKGROUND 
 
The World Health Organisation (WHO) European Regional Committee defined health 
and development of children and adolescents as the highest priority in its 53rd session held in 
2003. The Committee asked WHO Regional Office for Europe to prepare a draft strategy on 
these subjects for the 55th session and also requested the regional director to assist in similar 
activities of the member states. The Regional Committee also set a requirement of consideration 
of the consequences of the Fourth Ministerial Environmental Health Conference held in 
Budapest in June 2004 in the elaboration of the strategy. 
 
The European health report 2005 of the WHO Regional Office for Europe dedicates a 
separate chapter to the special health situation of children and adolescents. However, it is not 
only a European but also a real global priority: WHO has already published its document 
"Strategic Directions for Improving the Health and Development of Children and Adolescents". 
The contents of these documents fully in line with the UN's so-called Millennium Development 
Goals that establish poverty reduction and human development as the cornerstones for sustaining 
social and economic progress. 
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After such a background, the WHO Regional Committee for Europe discussed and 
approved the document under the title of European strategy for child and adolescent health and 
development in its 55th session in Bucharest held in September 2005. Below, we shall briefly 
describe, without aiming for completeness, the main conclusions and recommendations of this 
document in order to compare the Hungarian concepts to international tendencies. 
  
EUROPEAN STRATEGY 
“Good health of children from prenatal age to adolescence is a resource for social and 
economic development, while ill health and impaired development has a multitude of effects and 
can have detrimental consequences on the individual, on the family and on the socio-economic 
situation. Poor cognitive and social development can create a lifetime of disadvantage, the legacy 
of which is frequently transferred to future generations. 
 
Emerging threats during late childhood and adolescence include obesity, psychosocial 
and mental health problems coexist with malnutrition, prenatal problems and infectious diseases 
in society. There is growing concern about the short- and long-term consequences of polluted 
and unsafe environments, as well as of unhealthy lifestyles.  
 
The most important objective is to enable children to achieve best health and 
development potential inherent in them, reducing at the same time social burden caused by 
avoidable diseases and mortality not only in terms of today's children, but also adults and 
generations of the future. 
 
In this context,  
• we need to develop the framework of evaluation and further development of various 
programs based on scientific evidence,  
• a inter-sectoral approach needs to be applied, 
• we need to define the role of the health sector in the coordination of elaboration and 
implementation of various programmes and need-based planning and delivery of 
health services. 
 
BASIC PRINCIPLES 
1/ Life-course approach  
 
The various political and health programmes have to address health challenges of various 
stages of development from the prenatal age to puberty. There are risks and opportunities in each 
phase of life from insemination to adolescence. The life-course approach does not only recognise 
different development phases of the period from conception to 18 years of age, but also 
recognises the major importance of each individual stage on health conditions, and healthy 
behaviour in the later stages of development. It also creates a relationship between generations, 
because young people will become parents later. 
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 2/ Equity  
The needs of people in most disadvantaged situation must be taken into account explicitly 
in the evaluation of health conditions, development of special policies and planning. The "best 
possible health conditions" constitute a fundamental right of all children and adolescents, 
established under the United Nations Convention on the Rights of the Child.  
3/ Inter-sectoral action 
There is a need for an inter-sectoral public health approach addressing the fundamental 
health determinants. It is well-known that the health status and development of children and 
adolescents are determined by numerous factors. Although the health sector has a key role to 
play in health promotion, prevention and care, the actions of other sectors, such as education, 
social welfare and finance, are crucial in influencing the fundamental determinants of health. The 
health sector and the health ministry in particular, have a pivotal role in stimulating action across 
all sectors. 
4/ Participation  
The public and young people should be involved in the planning, delivery and monitoring 
of policies and health services. Decisions about public health must involve the public. Action to 
improve the health prospects of young people will, by definition, involve changes in services, 
facilities and the wider physical and cultural environment. Children and adolescents should be 
actively engaged in the planning and monitoring of any national strategy to improve their health. 
Their involvement will help to ensure that service developments are sensitive to their needs and 
concerns.  
STRATEGIC PRIORITIES 
 
1/ Maternal and newborn health  
The health and development of the child is inextricably linked with the health of the 
mother, her nutritional status and the reproductive health care she receives. Antenatal care, and 
health services around birth and during the first week of life are crucial for optimal development 
throughout the life course.  
2/ Nutrition 
Good nutrition is fundamental for healthy development. Poor nutrition leads to ill health, 
and ill health causes a further deterioration in nutritional status. Malnutrition occurs primarily 
among infants and young children living in poverty and its main manifestation is a chronic 
reduction in height for age. Unhealthy diets and inadequate meal combinations can lead to 
obesity among school-aged children and may also increase the risk of cardiovascular and other 
system diseases in later life.  
3/ Communicable diseases 
Acute respiratory infections, diarrhoea and tuberculosis are all largely preventable and 
curable causes of death and ill-health in childhood. Vaccine-preventable diseases are generally 
well controlled.  
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 4/ Injuries and violence 
Injuries and violence imposes a significant burden on the health of children and 
adolescents often as a result of combination of various environmental factors, primarily in 
vulnerable social groups. The big risk of injuries in childhood and adolescence is that they may 
cause long-term physical consequences and psycho-social damages. The burden of road injuries 
and of domestic violence is particularly high, but too little is done by way of effective prevention 
management and rehabilitation.  
5/ Physical environment 
Children are often particularly susceptible as well as more exposed to a lack of adequate 
supplies of clean water, hygiene and sanitation, to indoor and outdoor air pollution and to a 
variety of chemical and physical agents. Woman of reproductive age are also uniquely 
susceptible to certain physical and chemical agents.   
6/ Adolescent health 
Adolescence is the age of exploratory, sometimes risky, behaviours. During this 
developmental stage, lifestyles are established that may affect health for the entire life. 
Adolescents are still often viewed as a problem. They should be viewed as a resource to solve 
problems and contribute to their own health. In so doing, they will also be contributing to the 
health of future generations.  
7/ Psychosocial development and mental health  
Attention to health has traditionally focused on physical health, despite clear signs of 
increasing psychosocial and mental ill-health. Mental health problems in adolescence are often 
associated with aggression, violence or self-harm. Suicide accounts for many thousands of deaths 
each year and is frequently associated with depression. Among young people, depressive illness 
is often linked to poor educational attainment, antisocial behaviour, alcohol or drug abuse, and 
severe eating disorders. Its prevalence appears to be increasing.”  
 
 
ON THE NATIONAL INFANT AND CHILD HEALTH PROGRAM  
 
The United Nations Convention on the Rights of the Child of 1989 in New York, 
which was also joined by Hungary, defines specifically the right to best health and best possible 
health services. 
 
According to the Joint Inclusion Memorandum - JIM - "the fundamental tasks in this 
area include Equity in access to social and health services, increasing the service type nature of 
institutional services, integrated organisation of services in residential areas, coordinating them 
with other social and health services." 
 
Consequently, the National Infant and Child Health Program on the health conditions 
of infants and children and related short and medium-term tasks also focuses on this fundamental 
right of children. 
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OBJECTIVE OF THE PROGRAM  
 
The main objectives of the National Infant and Child Health Program are the following: 
• Concentration on children's health and the infant and child health care system, which 
significantly influences the culture and health conditions of the future generation. 
• Description of the current situation, definition of objectives and tasks, consideration of 
potential and necessary solutions for a transparent, modern, effective, consistent and flexible 
care system. 
• Wide mobilisation of the society involving all parties concerned as a pledge of successful 
implementation. 
• Definition of the framework of monitoring and regular review for successful implementation. 
 
The long-term programme is based on the principle that a period of life from conception to 
18 years of age determines the physical and intellectual performance of later ages, too, the 
chance for preserving health and preventing diseases, because any "losses" occurring in this 
period cannot be compensated later. 
For these reasons, we should consider infant and child health a special segment of the health 
care system, which needs to be planned, organised, operated and controlled, taking into account 
the biological, psychological and social characteristics of children. 
 
RENEWAL OF  PAEDIATRIC HEALTH SERVICES  
 
The European situation is not consistent in terms of paediatric health services:  
• In the "British model" general family practitioners work in primary care, while paediatric 
specialists treat ill children in clinics and hospitals,  
• in the "German model", there are mixed service systems, both paediatricians and family 
practitioners are involved in the primary care of children. 
 
Recognising the results of Hungarian paediatric health care, which are significant in 
several aspects and are of European standard in certain areas, there is now time for the major 
restructuring of the paediatric health services on the basis of the needs arising for demographic 
processes and the epidemiology situation, residential expectations, as well as professional 
proposals. It can be explained mainly with the following reasons: 
 
Practical implementation of the progress of this profession requires a new or a changed 
service structure. Some of the diseases treated in hospital earlier can now be treated in 
appropriately trained and skilled primary health care services, or properly organised special 
outpatient service. The prevailing hospital-, (bed-) centred approach of Hungarian paediatric care 
is contrary to these tendencies. 
 
Diseases actually requiring hospital care have become rather complicated in terms of 
diagnostics and therapy, requiring a lot of instruments and significant specialised expertise (in 
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both medical, special allied health personnel and technical aspects). The fragmented hospital 
structure does not allow for appropriate modernisation, therefore, it has to be reviewed both in 
terms of profession and cost efficiency. 
 
The declining number of births specifically justifies the need of each child borne and to be 
borne to receive all professional assistance, as a result of which they can have the best potential 
in life. This also applies to the care of low-weight newborns, who can be kept alive with 
advanced sciences and technology, but sometimes it generates extra mental health and child 
rehabilitation needs and requirements. 
 
Consequently, there is a need for profile clarification and restructuring. Instead of the 
current three pillars, the Hungarian child health system, which is closer to the German model, 
has to rely on two basic pillars:  
• inpatient care concentrating advanced technology and highly specialised expertise, as well 
as related specialist outpatient care,  
• and well-trained family practitioners, paediatric practices with extended competences, 
supplemented with the system of full-time school and youth doctors. So, in addition to 
restructuring of superfluous hospital capacities, the focus should be made on primary health 
care with extended competencies, special outpatient care attached in inpatient care and 
prevention. 
 
But any change only makes sense if it takes place in the interest of children. Consequently, 
it is some restructuring in the interest of children aiming at the establishment of paediatric health 
services,  
• which really focus on children, therefore, it takes into account the special characteristics of 
various ages;  
• which is capable of responding to changed needs and requirement, which will continue to 
change in future, too, and is flexible enough in adopting the various new opportunities of 
sciences and technology; 
• which can treat health risks in time with effective and efficient interventions; 
• and which, as a result of better quality and more effective health services improves not only 
the quality of life of children treated by them and their relatives, but all participants in the 
services, too. 
 
ROLE OF THE NATIONAL INFANT AND CHILD HEALTH PROGRAM  
While the role of the state in the formulation of economic life is decreasing, its 
responsibility and tasks increase in terms of the quality of life and health protection.  
The present government has accelerated and made life like the National Public Health 
Program, and developed its 100 steps' programme including the 21 steps dedicated to the health 
sector being aware of this responsibility. Detailed work has started on the For a Successful 
Hungary Programme (2nd National Development Plan) during which we plan to use 
approximately one thousand billion Forints more on the renewal of the Hungarian health system, 
including paediatric health services between 2007-2013. 
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The Programme is in line with the other government and sectoral programmes and plans 
already in progress and existing in a draft form only in its objectives and chosen tools. In 
addition to the ones mentioned before, these programmes are the National Environmental Health 
Action Program (NEHAP), the National Public Health Program (NPHP), the National 
Development Policy Concept, the Health Development Policy Concept (HDPC), and the 
National Anti-Cancer Program, as well as Human Resource Strategy, which are currently being 
drafted. These programs do not only relates to each other, but also supplement and very often 
overlap each other: in other words, a component of one program is part of another program too, 
and the results of one program are required for the successful implementation of a segment of a 
different program. Thus, we can talk about a complex activity net, leading jointly to the 
achievement of the set objectives, and promotion of health and development of children. 
In other words, the Programme will be a pillar of measures affecting children as part of 
the activity network plan. In terms of the complexity of the problems and tasks described above 
and those contained in the Program, the "child strategy" of individual ministries and sectors will 
have to be elaborated and implemented under government coordination, involving a lot of 
partners from the civil sector and NGOs..  
Successful implementation of the Program, and progress monitoring are absolutely 
necessary for the required correction on a longer term. We shall create a Program Council with 
the involvement of professional and civil organisations concerned, as well as representatives of 
partner ministries. We would like to rely on the participation and opinion of organisations 
involving children and adolescents in the activities of the Program Council. 
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 SITUATION ANALYSIS 
 
During the last few years major economic and social changes took place in Hungary with 
significant impacts on children and youth, too. The social situation and special problems of 
young people have become a central issue not only in the European public thinking, but also in 
Hungary by the turn of the millennium. Assistance of children and youth is a horizontal social 
and government task, therefore the activities of each sector affect the age group, and children and 
youth programs are interlinked and connected at several points. Among others, the government 
sets objectives for child support, home creation support, education, employment and job creation 
and defines responsibilities in the same areas in order to improve the situation of this age 
category. 
 
I. Demographic data 
Perhaps the most striking demographic consequence of the fast social and economic 
changes originating from the political change is a radical decrease of the number of live births of 
approximately 26% in 8 years after 1991. Since then, the number of births has not increase, even 
despite the larger age group borne between 1972 and 1977 entered into a reproductive age a long 
time ago. 
In terms of age composition, the age pyramid has been distorted even more in accordance 
with the European tendencies: while in 1990 22% of male population and 19% of female 
population were aged between 0 and 14, in 2003 the respective figures were only 17% and 15%.  
While the total number of births has decreased, there has been a significant increase in 
the number of out-of-wedlock children. At present, almost every third child is borne out of 
wedlock, and the younger the mother is, the higher is the chance for that. Since 1990, the number 
of out-of-wedlock births has increased by 85%, and their proportion has more than doubled 
within the total number of births.  
These few selected statistical data illustrates the importance of families and increase of 
their role in the society.  
Although the proportion of people aged 0-18 represent only 1/5 of the total Hungarian 
population, the health conditions and lifestyle of this age group, influencing its health conditions 
is extremely important, because the health conditions of the adult population (physical and 
mental capacity) is established mainly in this age.  
Due to the steadily decreasing number of live births in Hungary, there are approximately 
500,000 children less now than there were even ten years ago (Figure 1).  This decrease affects 
all age groups of children and their proportion within the population is also lower than before 
(Table 1). According to demographic projections, in future the number of children will stagnate. 
 
Life expectancy of newborns, preterm births 
More than 90% of newborns are born with a weight over 2,500 grams, and the 
development of the majority of them is problem free in future, too. In the last few years, 8-9% of 
them were born premature (before the 37th week of gestation, or with a birth-weight of below 
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2,500 grams), or after that time but with a very low weight (below 1,000 g), or perhaps as a 
result of intra-uterine dystrophy (Figure 2). 
The proportion of newborns below 2,500 grams gradually decreased between 1985 and 
1990, but it is still above 8%. The proportion of preterm babies is approximately half of the 
Hungarian figure in the Northern European countries (4-5%), and the Hungarian figures are 
higher not only than the European Union average, but also the average of Central and Eastern 
European countries (Figure 3). 
The proportion of very immature newborns with a birth-weight below 1,500 g and 1,000 
g is not decreasing at all (Figure 4). 
The physical movement and mental development of premature babies, and intrauterine 
atrophied and those who suffered from lack of oxygen at prenatal age could be slower and more 
cumbersome, with some damages to the functions of their sensing organs, too. Most of people 
with mental, movement, sight, hearing and increased disabilities come from these groups, 
coupled with some development disorder for most of them, too. Two-thirds of infant deaths also 
occur in premature babies.  
 
Research of the last few years has proved that there is a relationship between low birth 
rate and some adult chronic diseases of public health importance (cardiovascular diseases, 
diabetics). 
However, only part of preterm birth is the result of health reasons, it is to a greater deal 
due to the low education, bad living conditions, unhealthy lifestyle (nutrition, smoking, 
unfavourable personal/sexual hygiene) of the mother or to previous abortions (Figures 5 and 6). 
 
Consequently, premature births can only be prevented with well-coordinated social and 
health measures, including also sexual education (modern contraception, hygiene, importance of 
responsible partner relations, etc.), detection and screening of infections during pregnancy, and 
significant decrease of the number of abortions. 
Consequently, the reduction of the proportion of premature births is a critical factor for 
the health and quality of life of children as well as of the entire population. 
 
 
II. Mortality data 
 
1. INFANT MORTALITY 
 
The infant mortality figure is continuous improving even despite the insufficient decrease 
of premature births (Figure 2). There has been similar improvement in the countries of the 
European Union, too, therefore, the Hungarian figure is now approximately twice the EU 
average, primarily due to the high number of infant deaths. (Figure7 and Table 2). However, 
there has been significant improvement this year to date. Hajdú-Bihar and Vas counties have 
reached the EU average in infant deaths, while Borsod-Abaúj-Zemplén and Somogy counties 
still have the Hungarian average figures of the 1990s. 
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There is a connection between the age of the mother and infant mortality (Figure 8). 
 
Considering multi-annual averages, we can conclude that there are regional differences in 
infant mortality between less developed and poorer North Hungary, South Transdanubia and 
South Great Plain counties, as they are generally higher than the national average (Figure 9).  
 
It is understandable because child mortality is not only one of the most important health 
indicators of the country, but it is also an important social and economic and cultural 
development indicator. 
 
2. CHILD MORTALITY 
 
Mortality under the age of 5 years - including infant deaths - represents an internationally 
used indicator.  
Hungary's results are better than the average of the Central and Eastern European region, 
with continuous and dynamic improvement. However, the rate of decrease has slowed down, and 
compared to the countries of the European Union, in Hungary still twice as many children die 
before they reach 5 years of age. It is explained with the still high infant mortality.  
The mortality of children between 1-4 years of age is low: it was 3 children of 10,000 of 
corresponding age, i.e. 0.31 ‰, for the year 2003. This figure is one-tenth of the figure 
prevailing 25 years ago, which, apart from the general development of medical sciences, is also 
the result of well-organised Hungarian paediatric health services.  
 
3. DISTRIBUTION OF MORTALITY BY CAUSES OF DEATH 
 
The cause of deaths structure of various age categories differs significantly within 
childhood. Most of the infant deaths occur as a result of certain prenatal conditions (primarily 
diseases arising from premature birth). This is followed by deaths occurring due to genetic 
diseases and congenital abnormalities. However, violent deaths occur already in this age (infant 
abuse, murders) (Figure 10). 
Among children aged 1-4 years, the most important cause of death is an external cause 
(abuse and accidents), followed by congenital abnormalities in the second place, and malignant 
tumours in third place. Between 5 and 19 years of age, external death causes rank first, with an 
even higher proportion (accidents, suicides and physical abuse) (Figure 11). 
It is a very bad statistics that 28% of the deaths of children aged 1-4 years are already due 
to accidents and violence against children, while 51% of the deaths of children aged 10-19 
years are due to accidents, and 19% to suicides. There has been a decrease in the number of 
deaths arising from accidents among girls in the recent years, but the same tendency could not be 
observed for boys, primarily due to the higher number of motorcycle accidents. Most of the child 
accidents requiring emergency care occur at home (household accidents), and while the second 
highest number relates to public roads.  
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There has been no increase in the number of child and adolescent deaths from suicides in 
the last few years, but the figure is still high in international comparison. However, completed 
suicides only indicate the top of the iceberg, because according to estimates about 10 times more 
children attempt a suicide.  
Deaths caused by violent actions can be reduced with coordinated social and individual 
preventive measures. However, we are still at the very beginning of the road in terms of 
preventing child accidents, suicides and child abuse. 
Malignant tumours rank second among the causes of death. It definitely needs to be 
mentioned that these days the average survival rate of child tumours is 70% owing to well-
organised and high quality paediatric oncology services, but the rate depends on the type of the 
disease. 
 
III. Characteristic features of morbidity between 0-18 years of age 
 
The morbidity pattern of children has changed in Hungary, too, similarly to industrially 
developed countries. 
 
1. A FEW CHARACTERISTIC FEATURES OF INFECTIOUS CHILDHOOD 
DISEASES 
 
It is a pleasant fact that the previous decades brought a fundamental and favourable 
change in infectious childhood diseases primarily as a result of the effective vaccination 
programs implemented in an exemplary fashion even in international comparison, and secondly 
as a result of an in increase in the number of tools available for antimicrobial treatment.  
 
In 2003, no measles or congenital rubeola cases were reported, and no diphtheria or 
poliomyelitis occurred either. The number of dysentery, and scarlet fever cases also decreased. 
However, it is a notable fact that the number of whooping cough cases increased (it is a 
European tendency, not only a Hungarian phenomenon) similarly to tick-borne viral encephalitis, 
as well as purulent meningitis cases, but the epidemiological situation of these diseases cannot be 
considered unfavourable, even despite an increase in the number of cases. The number of 
children treated to HIV/AIDS is still very low. 
 
It is an unfavourable fact that the age-specific morbidity of salmonellosis, which ranks 
first among enteral infections, is still led by children aged 1-2 years and infants. Similarly, the 
proportion of children suffering from the second most frequently reported enteral infection cases 
and campylobacteriosis is another concern, as 45.5% of the diseases occurred among children 
aged below 6, and the maximum of morbidity related to infants.   
 
In 2004, the number of varicella (chickenpox) cases increased by 30%.  
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 2. THE VACCINATION SYSTEM 
 
In the Hungarian vaccination system, each child receives vaccinations for 10 infectious 
diseases (tuberculosis, Haemophilus influenzae type b, diphtheria, whooping cough, tetanus, 
poliomyelitis, measles, German measles, mumps, hepatitis B) free of charge. All vaccinations are 
mandatory, and exemptions require a medical indication, assessed by the Vaccination 
Consultancy network. 
 
Hungary is preparing to introduce a new vaccination system. The advantage of polyvalent 
vaccine immunisation is protection against several diseases with only one vaccination and one 
injection. 
As a result of the changes to be implemented, we expect an increase in the acceptance of 
age-based mandatory vaccinations among the population, easier and simpler work for physicians 
delivering the vaccinations and fewer vaccinations for children. 
 
Similarly to the other countries of the European Union, vaccinations to prevent numerous 
other infections are available in Hungary, too, in retail pharmacies, on medical prescription.  
 
It is absolutely necessary to ensure the provision of non-mandatory vaccinations free of 
charge in some disease categories that are considered to be high-risk categories from the point of 
view of certain infections (chronic liver diseases, children suffering from metabolic diseases). 
 
3. NON-COMMUNICABLE DISEASES 
 
We must definitely note that we have very few reliable morbidity data of Hungarian 
children. There are serious validation problems about the data collected within the framework of 
the National Statistical Data Collection Program (NSDCP). Consequently, we prefer to use the 
research data of some expert groups to estimate service requirements and efficiency of services. 
Some of those support international comparison, too, but they are not part of NSDCP.  
  
It is also typical of data supply on disability, although we would need accurate data for 
assessing rehabilitation and special development needs of children, as well as restructuring the 
structure of services. 
 
The Hungarian Congenital Abnormality Registry (HCAR) is responsible for processing 
reported disorders and detecting external causes. However, the data supply discipline is not 
satisfactory. 
 
Below we shall list some health indicators, which are considered reliable in terms of basic 
data.  
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 a.) Diabetes mellitus type I (insulin-dependent diabetes mellitus) 
 
The incidence of the disease has practically trebled in the last 25 years (11 new cases in 
2001 among 100,000 children aged 0-14) frequency occurrence of new cases in a year (Figure 
12). The reasons of more frequent incidence are not known, most probably it is due to an 
increase in environmentally harmful factors, too. In this context, further study is required on the 
too early introduction of cow milk-based food introduced in newborn departments as a result of 
reduction of breast feeding. 
b.) Diabetes mellitus type II and glucose intolerance (non-insulin-
dependent adult-onset diabetes mellitus) 
 
Before 1990s, it was a rare disease in children, but these days numerous communications 
support its increase in the developed world (experience in Hungary). The occurrence of the 
disease increases parallel with the frequency of obesity.  
c.) Overweight and obesity 
 
These problems affect an increasing number of children in the developed world 
(including Hungary, too) with prevalence (total number of cases) between 5-15% depending on 
age and sex. It is proved that an overweight adolescent will probably become an overweight 
adult, with all severe health (and individual social) consequences of obesity. Thus obesity in 
childhood can be classified among public health problems, too.  
 
d.) Malnutrition 
 
Based on school physicians' reports, the number of children with insufficient nutrition in 
quantity and quality has increased again parallel with obesity. The limited financial position, lack 
of education or negligence of families can all lead to child obesity due to quality malnutrition (in 
which case nutrition is sufficient in quantity, but not in quality), but it might also lead to 
malnutrition in terms of quantity and quality (poor in vitamins, trace elements and proteins). 
 
e.) Malignant neoplasm 
 
Their prevalence is increasing in developed countries, including Hungary, too. This 
increase applies to leukaemia (incidence increase: 1.2%/year), tumours of the central nerve 
system (incidence increase: 4.2%/year) and solid tumours (Figures 13 and 14).  
f.) Allergic diseases in childhood 
 
The incidence and prevalence of bronchial asthma in childhood has increased 
significantly in industrially developed countries. Its incidence in Hungary is estimated between 
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4-6% among children. There is an increasing tendency, although there are no exact data due to 
the lack of a single definition.  
 
The experts share the opinion, according to which there seems to be an increase in the 
frequency of other diseases with allergic pathomechanism, such as food allergies, hay fever or 
eczema. Most of the food allergy occurs in infant age. Its prevalence is estimated 2.5% among 
children below 3 years of age. Typically hay fever begins in adolescence and young adulthood. 
In Hungary, it occurs in 15-20% of adolescents, aged 14-18, but it starts even earlier more 
frequently.  
 
g.) Locomotor diseases 
 
The proportion of children with bad bodily postures (postural kyphosis, scoliosis, 
lordosis, generally known as "negligent posture") and static problems with legs is significant and 
it only increases with age. These deformities lead to degenerative processes of the locomotor 
organs at a later age without any correction. The data supply of health examinations at school 
proves the same tendency. 
 
The fitness tests of physical capacity (cardiorespiratory load, muscular power) of children 
of school age also provide an unfavourable picture (becoming less and less favourable with age) 
(Figure 15). 
 
Overweight, posture problems and lower physical capabilities occur due to a sedentary 
lifestyle, which has become a general tendency, as well as certain environmental factors (long 
school days when children sit at school, little movement, long-time spent in front of a screen, 
inadequate sitting furniture, non-ergonomic use of computers lately, and irregular, unhealthy 
nutrition). The findings of the "Health behaviour of school children" research also proves the 
same tendency, which is unfavourable in an international comparison, too. 
 
h.) Mental problems, psychiatric diseases 
 
A significant portion of mental disabilities occur due to cerebral pathological processes of 
the foetus and/or at birth. 
 
Psychiatric diseases, including depression occur more and more frequently in Europe. 
Hungary is not an exception from this tendency according to the opinion of Hungarian experts 
and studies. The incidence of mood disorders and slight depression in adolescents is estimated at 
17-22% in Europe, of which 1-2% represents severe depression. According to Hungarian 
psychiatric and epidemiological studies, one-fifth of the children have some emotional and 
behaviour problems, or frequent psychosomatic complaints (headaches, belly and stomach aches 
as the most frequent cases). Nearly one-fifth are often tired and worried, 18-28% was aggressive 
and 16% have some deviant conduct.  
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The negative impacts of telecommunication represent an increasing problem, leading not 
only to a life style poor in movement, but also to mental and psychosomatic disorders (e.g., 
distorted set of value, aggression, anxiety, premature hearing and vision impairment, etc.). 
 
International research has also proved that 5-10% of regulation problems (excessive 
crying, sleep disorders and feeding problems, as well as weight-gaining problems, chronic 
restlessness, obstinacy, jealousy of brothers and sisters, fear of divorce or separation until 3 years 
of age) occur in infanthood and small childhood. Their recognition in time and definitive 
treatment prevents future integration behavioural problems and some psychosomatic diseases in 
the majority of cases. 
 
i.) Risk factors in the life style of adolescents (risk behaviours) 
 
In terms of consequences, this includes smoking, regular or rare excessive alcohol 
consumption, drug abuse, sexual life started too early, especially without a protection.  
 
i.1 ) Smoking and alcohol consumption 
 
The proportion of smoking adolescent boys has not increased or decreased for the last 
fifteen years, but the number of smoking adolescent girls has increased significantly. In terms of 
a prognosis, it is unfavourable that young people start smoking at an earlier age (typically before 
10 years of age). 
 
However, young people are exposed not only to their own smoking, but also smoking in 
their environment (primarily family members). It is a shocking figure that 3/4 of non-smoking 
children and 9/10 of smoking children have to suffer the smoke at home. 
There were similarly unfavourable tendencies in terms of adolescent alcohol consumption in the 
last 15 years, involving weekend parties, and excessive drinking, often leading to drunkenness.   
i.2.) Consumption of illicit substances (drugs) 
 
The "life prevalence value" of illicit substances and/or inhalants nearly doubled in the 
second half of the 1990s in Hungary compared to the beginning of the decade (use of drugs at 
any time during life). Although growth is definite, its intensity varies. The increase primarily 
relates to marijuana consumption. It is a piece of important additional information in terms of the 
previous years that life prevalence of drug abuse increased by more than 25%, and there has been 
a significant increase in the use of illegal substances and/or inhalants among drug abusers.  
 
Apart from sniffing glue, very few young people use legal or illegal drugs before the age 
of 13 years. Of all the drug users, 40-60% first experienced the drugs after 16 years of age.  
 
The supply of drug patients below the age of 16 years faces significant problems, because 
without rehabilitation departments and institutions, sufficient care to adolescents intending to 
give up the drugs is very difficult. In health care, paediatric departments are hesitant to take on 
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acute detoxication, especially in relation to restless patients. Without rehabilitation departments 
or institutions, even those who intend to give up cannot be served and treated, because paediatric 
and youth psychiatric departments are not suitable for their treatment. The number of patients 
concerned still does not represent a mass, but on a longer term, a child rehabilitation institute 
should be established in Hungary. Health institutions are open to drug addict children 
participating in diversion, and the treatment facilities are regularly updated. A representative of 
the Ministry of Health also participates in the activities of the Anti-Drugs Forum.  
i.3.) Sexual activity 
 
Sexual activities started often irresponsibly too early, without any physical and mental 
preparation or protection lead to many unfavourable health and existential consequences. One-
third of boys and one-fifth of girls aged 15 years, while 50% of boys and girls aged 17 years are 
sexually active. Nearly one-third of boys and girls were younger than 14 years, one-third were 15 
years old when they had their first sexual intercourse. However, it is a favourable change that 
there has been a significant increase in the proportion of those using some contraceptive method, 
primarily condoms (85% of sexually active adolescents in 2002). On the other hand, it is 
unfavourable that more than one-fifth of the interviewees consumed alcohol, and 2% consumed 
both alcohol and drugs before the sexual intercourse. One-fifth of them used the unsafe method 
of coitus interruptus. 
 
Hungarian health behaviour trends indicate insufficiencies in the preventive health 
education and development methods. Although there are some good health promotion programs, 
they are not efficient enough most probably because they are sporadic, not covering the entire 
youth, and not reaching the groups exposed to most risks. 
 
 
IV. Health services to children aged 0-18 years 
 
1. CURRENT SITUATION OF NEWBORN CARE 
 
In Hungary, the majority births take place in the maternity departments of hospitals, there 
are very few births taking place outside the health institutions.  
 
The birth regime sets a mandatory requirement of presence and involvement of two 
experts at birth (obstetrician and midwife). In accordance with professional recommendations, 
the presence of a paediatrician (neonatologist) or at least a person experienced in newborn 
resuscitation would be desirable at births with increased risks (premature birth, delivery by 
Caesarean section, imminent or certified intrauterine anoxia, etc.) but it can only be achieved in 
some of the institutions.  
 
In part of hospitals, containing a Paediatric Department or Neonatal Intensive Care Unit, 
a paediatrician (perhaps a neonatologist) is present at all births, too. This significantly increases 
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the safety of newborn care, because according to certain surveys, 20-30% of the pathological 
events of the first minutes of life (mainly oxygen supply problems) cannot be projected.  
 
According to the data of the 2004 Statistical Yearbook, births are supported in 90 
hospitals in Hungary, but 24 hospitals (26.6%) do not have an infant or paediatric department.  
 
In the majority of cases, newborns are inspected by a paediatrician within 24 hours. In 
small institutions without a paediatric department, even this requirement cannot always be met 
on weekends and holidays.   
 
There has been an erosion of the previously well-operating network of hospital health 
visitors, since they were taken out of the mandatory allied health personnel staff norms. This has 
introduced some uncertainty in the notification of regional health visitors about the discharge 
home of premature and pathological newborns. 
 
With the exception of contraindications, newborns receive BCG vaccination in the 
institution of birth and the metabolic screening of the newborns also takes place before they are 
discharged home. At present, this screening involved four congenital metabolic disorders 
(Phenylketonuria, Galactosaemia, Biotinidaze deficiency, Hypothyreosis), but their extension is 
professionally justified.  
 
Any screening on sensing organs is occasional, and the applied methods are not standard 
either (e.g., objective/subjective hearing screen). 
 
One of the most severe problems of the Hungarian health care is the still high proportion 
of premature infants.  
There have been revolutionary changes in premature infant care in the recent decades. 
The results are reflected not only in decreased mortality, but also continuous improvement of life 
expectancy. The establishment of neonatal intensive care units (NICU) has significantly 
improved the Hungarian infant mortality situation. The service possibilities are developing 
continuously, with an increase in the need for resources of advanced services. The structure of 
premature baby care system cannot be optimised without the professional coordination and 
regular evaluation of the activities of the centres involved in it.  
Upon the initiative of the Professional College of Infant and Paediatric Care, a survey 
was conducted in 2002 based on electronic data supply, covering all premature babies and 
newborns treated in the 22 NICUs of the country (5,000-6,000 babies/year). Until 2004, the 
system was operated by the First Clinic Department of Paediatrics of Semmelweis University, 
but the task was taken over by the National Institute of Paediatrics in 2005.  
 
The database provides information on the demographic features of the newborns and 
premature babies treated in NICUs, the events of pregnancy, birth and the events of delivery 
room services, as well as events during the inpatient stay at NICUs (risk factors, services, 
interventions, complications, outcome conditions).  
 
The database is also suitable for scientific processing of demographic and clinical data of 
newborns requiring intensive care, which can also be used as a basis for improving the technical 
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standard of service, defining the educational requirements, identifying the ideal development 
directions of the service system, including also organisation of follow-up care of premature 
babies and pathologic newborns based on standard principles. 
 
There are enough hospital beds available for treating premature babies and newborns with 
pathologic events, primarily in Neonatal Intensive Centres (NICU), in their neonatal intensive 
care units, and also in the pathological newborn sections without respiratory therapy, but suitable 
for moderate cases. If a premature baby or newborn requiring respiratory therapy or other 
significant intervention is born in an institution with NICU, the baby can be treated locally, 
although in some institutions the delivery room and the NICUs are rather far from each other. 
 
It is an increased risk if a newborn with such problems is not borne in an institution with 
NICU. In such cases, the emergency ambulance service specialising in the care and transport of 
premature babies, organised for the whole country takes the newborns to the relevant NICU with 
an ambulance vehicle with special equipment, functioning as a "mobile intensive care unit". The 
premature baby rescue service was developed upon a civil initiative. The Premature Rescue 
Public Foundation has been operated successfully since 2002. The revenues of the public 
foundation are supplemented by the Ministry of Health, but there may still be financing 
problems. 
 
What is called ‘intrauterine transportation’ clearly provides higher safety for the foetus. It 
has been a clear professional recommendation for years, but its implementation shows significant 
regional disparities. 
 
The minimum requirements have been developed for the placement of newborn rescue 
incubators in front of health institutions where newborns to be abandoned may be left, with a 
view of ensuring the safety of newborns placed in them. 
 
2. PAEDIATRIC PRIMARY HEALTH CARE  
a.) Health care by family paediatricians 
 
The spread of the system of family paediatricians has hardly changed since the eighties. 
Apparently the network is deficient or non-existent at places in acute need of paediatric services 
according to the demographic data. This insufficiency is moderated by the activity of mixed 
practices and of mobile specialist medical services. 
 
Seventy-two percent of children aged 0-14 years and 50% of adolescents aged 15-18 
years are provided primary health care, too, by paediatricians, while the rest are assigned to the 
care of family practitioners running mixed practices.  
 
To date, there are 1,570 active family paediatricians, but there are great disparities in 
terms of regional coverage, which does not match the needs. Budapest and the major towns have 
full coverage; while the number of paediatric practices per 10,000 children is lower in the 
economically less developed counties (see Figures 17. and 18.).  
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It is typical of the family paediatricians’ network that it occupies an intermediary position 
from a professional and organisational point of view. Professionally, it is linked to hospital-based 
paediatric care, while organisational, financial and methodological considerations associate it 
with the system of family practitioners. Professional performance is subject to the influence of 
two professional colleges and two national institutes co-operating with them, the functional 
jurisdictions of which are defined clearly enough. 
 
Within paediatric resident training, no quotas are defined for the training of would-be 
family paediatricians, while in the resident training of family practitioners this issue is solved.  
 
The age pyramid of those at work today (average age: 55 years) shows the number of 
successors who should be in training today. Since starters appear in the family paediatrician 
system after a period of ten years or so, this might challenge the sustainability of the system of 
family paediatricians as such. 
 
In Hungary, the overwhelming majority of medical practices employ a paediatrician and 
an practice nurse or a clerk (medical transcriptionist). The expansion of the allied health 
personnel would improve the efficiency of primary health care.  
 
In the capital and in towns, consultation usually takes place in surgeries gathering mostly 
4 or more practices working side by side, in a synchronised way. In the majority of villages, 
paediatric practices are run independently, in surgeries dedicated for that purpose.  
 
In urban surgeries employing several paediatricians and therefore hard up for premises, 
scarcity of time due to two-hourly shifts also hinders quality health care provision. Three to six 
clinic hours a day, as needed, would allow for providing higher-quality professional service to 
patients, in a more civilised manner. 
 
b.) Paediatric functions of family practitioners in mixed practices 
 
In the absence of mandatory provision of data broken down by age-group, little 
information is available on the quality of paediatric care provided by the 1,547 family 
practitioners running mixed practices; official paediatric supervision did not encompass their 
activity. Some surveys suggested that the number of children admitted to inpatient institutions 
and that of children admitted with a delay is higher among mixed practice child patients. It is 
also known on the basis of the analysis of data on pharmaceuticals utilisation that family 
practitioners running mixed practices have recourse to certain obsolescent therapies more 
frequently.  
 
Paediatric studies required for the acquisition of a specialist family practitioner’s degree 
are extremely short, and provide inadequate knowledge and experience in the area of paediatric 
care. 
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Family practitioners running mixed practices may consult the general paediatric 
surgeries, active still at several places throughout the country, as well as the mobile specialist 
medical services (MSMSs). 
 
The mobile specialist medical services is a health care facility established in the fifties, 
designed, primarily, to provide specialist assistance to family practitioners caring for infants and 
expectant mothers. To date, this service form is extremely heterogeneous in Hungary, and it is 
delivered by 62 service providers financed by the National Health Insurance Fund (NHIF). Some 
of the paediatricians involved work at hospitals, others at specialist surgeries or in medical 
practices. In addition, there are providers operated on the basis of contracts concluded by the 
local government, with extra financing. Data available to us do not allow to tell the exact number 
of villages offering such service today, or, what is more important, the number of mixed 
practices where this issue is unresolved.  
 
Currently, the mobile specialist medical services activity is usually not of a consultative 
nature: the majority of family practitioners is not present (only the health visitor is), and often the 
“consulting” doctor carries out preventive tasks, age-specific examinations, vaccinations that 
would be the responsibility of the family practitioner and for which he/she gets the capitation. 
 
The decisive majority of outpatient clinics in general paediatrics is absolutely necessary 
as yet. Their revision should take into account the local conditions, needs and patient turnover. 
c.) Problems of out-of-hours services in primary health care 
 
There are significant differences by territory in out-of-hours access to paediatrician’s 
services. The following arrangements exist in the country: 
 
• Budapest and the county seats offer out-of-hours paediatric services throughout the week 
and on weekends; 
• Smaller towns offer out-of-hours paediatric services or shorter clinic hours (e.g. Saturday, 
Sunday, 8.00–12.00/13.00) on weekends;  
• During the week, family practitioners provide out-of-hours service with the contribution by 
paediatrician in some places, but without paediatricians at the majority of places. The 
involvement of paediatricians is ensured at a few places only.  
• In several smaller towns (such as former district seats), out-of-hours medical services for 
children are provided by the paediatric department of the municipal hospital. We know of a 
few places only where family paediatricians contribute to out-of-hours paediatric services 
run by the hospital. 
 
Under the legal regulation governing service delivery by family practitioners, the family 
paediatrician, too, must take part in out-of-hours service delivery on a mandatory basis, but 
whether or not the local government will enforce this provision depends on the local 
circumstances ever. 
 
There are frequent complaints that Hungarian out-of-hours paediatric services are used not 
only for emergency cases, but for the sake of convenience (parents work during the day, waiting 
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time is usually shorter out-of-hours) or to supplement/replace normal consultation hours (at 
places where the latter do not meet the demands of the population, in case of a single work shift). 
 
Another frequent comment is that out-of-hours service is organised territorially on the basis 
of unclear, non-professional criteria, and often no doctor with adequate paediatric skills is 
available on duty.  
 
d.) School and youth health care  
 
Health care at a total of 9,285 institutions of education/training (kindergarten, primary, 
secondary, special schools) is provided by: 
• 240 full-time school (youth) doctors (the majority working at secondary level institutions 
of education), 
• 1,464 family paediatricians (whose main activity is to provide preventive and therapeutic 
care to children registered in their practice), 
• 1,418 family practitioners  (whose main activity is to provide preventive and therapeutic 
care to children and adults registered in their practice), 
• a hundred other specialists (working on a part-time basis). 
 
Health care at kindergarten and schools is provided with the contribution of  
• 483 full-time health visitors  (including 250 persons working at secondary-level 
educational institutions and  200 at primary schools) 
• 3,696 district health visitors (whose main activity is to provide care for infants and 
toddlers in their own districts). 
 
Doctors and health visitors provide medical services to a total of almost 1.8 million 
kindergarten and school children. 
 
As a result of the restructuring of the health visitors’ service, in progress already, the 
number of full-time  school health visitors doubled, while the number of full-time  school doctors 
is not expected to increase (96% among them are women and their average age is 51 years). The 
prognosis is that, in the future, school health care will be primarily a preventive activity to be 
performed by health visitors, with special emphasis on the fact that the latter must not fulfil 
medical functions.  
 
There are several regulations of equal rank on screening examinations, and these are not 
worded clearly, and the provisions on the venue of and responsibility for screening examinations 
can be interpreted in several ways. 
 
According to a survey carried out in 2004, covering 100 schools,  
• school health care is organised in a heterogeneous way and work-load distribution is 
characterised by extremities (1 full-time  school doctor provides care for a minimum of 
362 and a maximum of 7,000 pupils), 
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• the majority of family practitioners running a mixed medical practice provide health care 
service to pupils in their own surgery or at the consulting office, but this happens in 
schools provided with family paediatricians, too. This is due, in the first place, to the 
scarcity of school surgeries (53% only of the schools under study provided a surgery, and 
health visitor’s rooms are a rarity),  
• at some places, the work-load of full-time  youth doctors is very high (they will spend no 
more than a weekly 1-3 school-days, 4 to 40 hours, at a given school), and the school 
presence of second job holders may be very different, varying from a weekly 0 to 15 
hours, 
• task performance is predominated by screening examinations and vaccinations and by 
participation in various forms in health education (most frequently presentations: 36% of 
doctors are invited to make a presentation).  
 
Hardly any attention is paid to the healthiness of the school environment (healthy canteen 
meals, buffets), to the healthy regime of school-children (daily physical exercise); and the health 
care staff of half only of schools provide the necessary information to teachers and parents. 
 
In schools having doctor and a health visitor working part-time there, usually (or only) 
the health visitor would be present regularly. 
 
Teachers, on the other hand, demand school health care provision, more marked and 
more frequent presence of not necessary the doctor, but a professional with health care 
qualification and experience. 
 
Schools boast health education and health development activities of a great variety: the 
reports speak, in addition to accredited programmes, further training for teachers, of programmes 
and events with a health contents, aimed at raising awareness, built into various subjects (biology 
in the first place). School principals emphasise the role and contribution of the National Public 
Health and Medical Officer Service and of the health visitor network.  
 
Although the new legal regulation governing school-building provides for the creation of 
surgeries, a significant percentage of the existing schools have no such facility or it us not used 
for this purpose. The communication facilities of the service are also extremely poor: half of 
school doctors have a telephone and 17% a computer. 
Part of the surgeries does not even provide the minimum conditions of operation. 
 
The local governments must arrange for the creation of the conditions of school 
healthcare as one of the primary health care functions. The conditions of school health care are 
least ensured at the settlements most in need of it (where the population as well as health 
provision is the poorest). 
 
Up-to-date instruments required for screening examinations are also missing at very 
many places (inadequate instruments to measure body volume and height, old, obsolete and un-
calibrated auditory screening equipment, lack of cuff series for blood pressure measurement). 
 
There are very few continuous training options available to school health care providers, 
only nearly half of full-time doctors have a special degree in school health care or youth 
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protection. Indeed, school inspectors, too, rarely had a specialist examination (35% of doctors 
consider themselves well-prepared for this task, 33% have an opportunity to acquire knowledge 
that is useful for school medical care at further training courses). Thirty-eight percent of health 
visitors reported the availability of regular further training opportunities.  
  
There are school psychologists at a few places only, although they would have an 
important role to play in mental health care, an area where the work of educational consultants is 
also most significant. 
 
School dental care is characterised by marked regional and qualitative discrepancies in 
the country, despite the fact that school doctors report a permanently high number of carious and 
lost teeth.  
 
e) Health visitor’s services  
 
The network, looking back on a tradition of 90 years, has encountered numerous 
challenges in the area of prevention in recent years, too. 
 
On the basis of the principle of equity, each settlement has its “own” local health visitor. 
Hence each and every resident may contact his/her local health visitor, accessible in his/her own 
environment, on the basis of an established relationship based on first-hand experience and trust. 
Local health visitors are present at the most important stages of family life – pregnancy and 
child-birth, the shaping of family life, when the child goes to kindergarten/school, when the 
youth are being prepared for family life. Hence they have ample opportunity to contribute, 
paying heed to the biological characteristics, too, to health promotion, with special regard to the 
elimination of diseases that can be prevented in childhood. 
 
The average age of health visitors is 44 years. 
 
In 2004, health visitors provided care for 1,155,666 families, including 1,806,972 
expectant mothers and children aged 0-16 years. The development of the number and distribution 
of persons under care in the period of 1997-2004 is shown in Figures 20. and 21., respectively. 
District health visitors take 80.7% of expectant mothers under care at an early date, already in the 
first trimester, despite the cancellation of the mandatory announcement of pregnancy. An 
expectant mother is visited five times on average at her home and she is seen at the health 
visitor’s office for counselling three times on average; 80.7% of newborns are visited within 24 
hours after having gone home, and this gives an opportunity to provide early support to the 
family and to monitor the adaptation and development of the newborn. The family is paid a 
weekly visit until the child is two months old and a monthly visit until he/she reaches the age of 
one. The development of the number of visits in the period of 1997-2004 is shown in Figure 22. 
Over the past 8 years, the proportion of infants breast-fed exclusively in the first 4 months (days 
0-119.) rose by 19%, and that of infants breast-fed exclusively until the end of the 6th month 
(days 0-179.) by 54%. These results reflect an alteration of the general approach, attitude and 
ingrained habits.   
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School health visitors take part in preventive school health care for the 6–18 year-old at 
institutions of education and for those past 18 participating in secondary-level day-time 
streamline education. One of the most important school health care task is to carry out the 
prescribed tests and screening examinations. 
 
Hospital health visitors (a mere 60 persons or so only) contribute to caring for expectant 
and confined mothers, newborns, infants, children at school and to health education. 
 
As of 1 January 2005, a new professional legal regulation came into force regarding 
health visitors’ services, and, in line with that, as of 1 June 2005, the financing of the same 
changed as well. 
 
The professional amendment was meant to re-group the various forms of care to where 
the relevant demand actually manifests itself. As health visitors treat 60% of those under their 
care at educational institutions, the new structure was deployed accordingly, and hence the 
number of school health visitors’ services rose from 375 to 842. In line with that, the number of 
local health visitors dropped, after the restructuring, from 4,595 to 4,110 (see Table 4.). The new 
system ensures a much fairer distribution of tasks and it is capable of adjusting much more 
flexibly to changes manifesting themselves locally than the old one, as the previous, fixed, 
remuneration system was replaced by a staff-proportional remuneration system correlating with 
the size of the permanent tasks. 
 
The average monthly fee per health visitor service rose by 48.3% in the summer of 2005, 
and hence the financing of health visitors’ services was settled in a reassuring way. 
 
 3. PAEDIATRIC DENTISTRY 
 
Paediatric dentistry is a specialization that a dentist may obtain parallel to studying for a 
degree in dentistry. It is a particularly important aspect of school healthcare, for giving children 
dental check-ups and treatment twice-a-year is a traditional component of Hungarian paediatric 
healthcare. Sadly, despite all efforts, prophylactic dentistry is not a sufficiently respected area of 
medicine. In this area, however, we do see a comparatively high activeness level on the part of 
dental product manufacturers which focus on increasing children’s awareness of tooth brushing 
and oral hygiene. They use teaching and screening buses to transport oral hygiene information 
and methods to the children. 
The National Health Insurance Fund (NHIF) has initiated a competition in prophylactic 
dentistry with HUF 200 million in funding. The competition is open to both adult and paediatric 
dentists. The goal is to increase information on dental hygiene among children and to promote 
the prevention of tumours of the oral cavity among adults through regular check ups and 
screenings. 
The long-term goal of the oral hygiene program is to reduce the number of missing teeth 
and caries among six to eighteen-year-olds as well as the ratio of untreated cavities. 
At present, there are 253 paediatric dental districts and 214 school dentistry services in 
operation. 
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There are differences in the coverage level of paediatric dentistry on nationwide scale. 
There are 143 orthodontic services, but they are unable to provide access in all larger 
settlements. Paediatric dentistry is an integral part of the social insurance system on both the 
preventive and treatment sides. Remuneration is required only for built-in prostheses. The 
problem is that sometimes treatment beginning before a young person reaches the age of 18 
years is lengthy, extending beyond an 18th birthday, and after this point the costs can be 
significant. 
There are few institutions in Hungary to treat children with disabilities or development 
disorders of the face and oral cavity. Thus, access to this special care (including use of a general 
anesthetic before providing treatment) is little improved. We are guaranteeing care providers 
additional finances to improve this situation. 
 
 4. SPECIALIST CARE FOR OUTPATIENTS 
There are 955 outpatient facilities for children throughout the country. The average 
number of dispensary hours/week in all outpatient facilities is 20,247 provided by specialist 
physicians and 4,154 provided by non-specialists. 
The government credit fund of HUF 15+25 billion set up last year to update, upgrade, and 
privatize outpatient care is accessible to specialist paediatricians. 
There are many specialized outpatient services available to children, provided by 
paediatricians with additional specializations. They include paediatric surgery, cardiology, 
pulmonary care, and child and adolescent psychiatry, etc. From the point of view of managing 
the most significant public health problems, it is important that these specialties be offered in 
sufficient amounts throughout the country. 
The two areas where specialists are in shortest supply are child rehabilitation and child 
psychiatry. 
A major problem in both outpatient and inpatient care is that often children requiring the 
services of a specialist are referred to an adult specialist. The goal here is to establish regional 
harmony and be able to offer children paediatric specialists, at least on regional level. In our 
experience, specialized paediatric outpatient clinics can operate efficiently only if they are 
backed up by hospitals. 
Within child healthcare, demands for the following sub-specialties need to be revisited 
based on regional/local demands. This means focusing on both professional and regional 
considerations. 
 
 5. PAEDIATRIC INPATIENT CARE 
According to hospital statistics for 2003, there are currently 91 paediatric wards in 
hospitals and clinics, with inpatient care provided on 5,000 beds (Central Statistics Office 
ESE/2003: 4,907 beds) (Table 3.) 
This does not include paediatric beds in facilities with nationwide jurisdiction. Only 3 
percent of paediatric beds are used by inpatients with chronic disorders. 
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There are major differences in levels of care, depending on region. On nationwide 
average, the number of paediatric beds per 10,000 population is 4.9. The two extreme values are 
9.2 beds in Budapest, and 1.3 in Pest County (the county surrounding Budapest), and 6.24 in 
Somogy County (SW) and 2.8 in Bács-Kiskun County (SE). It is hard to compare the data 
because the numbers from the various regional sources differ from the official health statistics 
issued by the Central Statistics Office (KSH). 
As far as progressive care is concerned, hospital paediatric wards that offer basic services 
vary in distance from larger (county) wards, ranging from 20 km (Komló) to 90 km (Kalocsa) 
(both in the south of the country). (The paediatric ward of Baja – also south – is 108 km from the 
hospital in its own county seat but only 38 km from seat of the neighboring county.) 
It is difficult to determine whether the hospitalization of children is professionally 
justified. Often there are social welfare indications and reasons involved in a hospital admission, 
for in certain areas the ability of families to care for sick children is particularly poor. At the 
same time, we have to admit that the current reimbursement scheme encourages hospitalization. 
If the reimbursement scheme were transformed to offer the same funding for a child 
treated as an outpatient and receiving bed rest at home as for a hospital patient, the number of 
hospitalized children would decline. 
In recent decades, the average length of stay in all inpatient facilities has gone down 
(Figure 16, Table 3.) On nationwide average, the current average length of stay is 5.6 days. The 
extreme values are 7.7 days (Borsod-Abaúj-Zemplén County - NE), 6.7 days (Békés County-
SE), and 4.5 days (Tolna County-S) and 4.8 days (Veszprém County-W). When evaluating the 
data, we need to consider differing institutional frameworks (e.g. do they offer intensive care for 
premature infants, or rehabilitation, both requiring longer lengths of stay). 
The bed occupancy rate is 72.7 percent on nationwide average. The extreme values are 
90.7 percent (Vas County-W) and 52.4 percent (Heves County-NE). In paediatric medicine, the 
bed occupancy rate is significantly influenced by the seasonal nature of childhood diseases as 
well as by the fact that the rates of patients differ among the different age groups from one 
season to the next. 
The bed occupancy rate indices in children’s wards are also distorted by the fact that 
many paediatric patients are treated in adult wards. 
Patient turnover statistics also distort real demand because the current system of financing 
encourages hospitalization as well as holding a child in a hospital for a “minimum number of 
days.” In addition, the number of beds that a facility is allowed to operate and the number that it 
actually does operate are not always equal and the numbers do not necessarily reflect this. 
We realize that there are currently more paediatric beds than necessary, while we face a 
shortage of rehabilitation and child and adolescent psychiatry facilities. 
The children’s wards in many small hospitals are trying to cope with staff shortages, and 
have difficulty providing on-call doctors. One portion of the children admitted would not require 
hospitalization if they lived elsewhere. They refer the more seriously ill patients to larger 
facilities or university clinics. Their bed occupancy rates are generally low, or are boosted 
artificially and unnecessarily. Experience of past years has demonstrated that closing down 
several of these low-traffic wards did not hamper care or increase any risk (Csorna, Tata, Kisbér 
– all in the NW). 
Page 31 
 
In Budapest, there is a very large number of inpatient beds and a strong differentiation in 
professional treatment forms and the costs of these forms. It is absolutely necessary to 
concentrate the care system for that will make it possible to provide a satisfactory number of 
professionals for each facility. 
The space in these facilities that will no longer be used as before can be taken advantage 
of in a number of ways. It can increase the overall space available to each patient, can enable 
parents to remain with children in comfort, and can be used to introduce care profiles currently in 
short supply. The condition for this latter is professional agreement to use earmarked support for 
these purposes. 
To provide chronic intensive care to comatose children, the National Health Insurance 
Fund has called for competitive bids for facilities able to treat comatose children who do not 
require permanent artificial respiration, for this would reduce the load on intensive paediatric 
units. 
 
 6. PAEDIATRIC ONCOLOGY 
Paediatric oncology is a particularly sensitive area of paediatric care. 
The organization of paediatric oncology in Hungary began 34 years ago when a few 
doctors specializing in haematology banded together. Under the leadership of the Second 
Clinical Department of Paediatrics at Semmelweis University of Medicine, a Hungarian Working 
Group for Paediatric Leukaemia was established as the first step. It focused on designing a 
system of care for leukaemia, the most common type of childhood cancer, resting on uniform 
principles of diagnosis and therapy, and taking advantages of western experience. The 
therapeutic network of today consists of centres set up in nine paediatric medical institutes, 
which have treated all Hungarian children with leukaemia ever since. In the initial years, an 
increasing number of children with other types of cancer were sent to these facilities. In 1976, 
they became regional paediatric oncology centres, thus establishing the Hungarian Paediatric 
Oncology Working Group and Network. 
Today, just about all children under the age of 15 years with cancer are treated in these 
specialized centres, where they are offered multidisciplinary specialist care. In the meantime, the 
age limit is gradually increasing to 18 years. Patient monitoring and follow-up is also managed 
by these centres. 
The Hungarian Paediatric Oncology Working Group maintains a central registry of all 
children with cancer, which it updates annually (therapy applied, how the child’s life evolved). 
The treatment outcomes can be monitored and analyzed on the basis of type of cancer, centre 
offering the treatment, and on nationwide level alike. 
The central registry has nearly 100 percent of data on all cancer patients under the age of 
15, but only a portion of the patients between the ages of 15 and 18 years are treated in the 
Paediatric Oncology Working Group centres. 
Based on over twenty years of records, we concluded that the frequency of childhood 
(under-15) cancer in Hungary is 13-15/100,000, which is the same as the incidence level 
measured in Germany, to cite just one example. 
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In practice, this comes to 350-300 new cases a year in Hungary, a figure that can, of 
course, change as a result of demographic changes. 
Bone marrow transplants for children are done in two places in Hungary, at the St. László 
Hospital in Budapest, and the Paediatric Healthcare Centre in Miskolc (NE). Both are registered 
centres of the European Bone Marrow Transplant Society. A Paediatric Bone Marrow Transplant 
Committee was established to determine the need for bone marrow transplants in children, and to 
determine the sequence of the transplants. 
All internationally accepted and adopted methods of treating all paediatric cancers are 
available in the Working Group centres. The various centres also offer treatment of related 
disorders (such as bone tumours, other orthopaedic concerns, etc.). 
The medication needed to treat childhood cancer is available in Hungary. 
We are able to offer medical therapy for childhood cancers in a manner that conforms to 
Western European practices although our personnel, equipment, and financial conditions are less 
favorable. The results we achieve approximate or equal those of the countries considered 
advanced in paediatric oncology treatment. At the same time, our paediatric radiation therapy 
care is very much underrepresented, regarding centre capacities and professionals alike. 
However, we have a significant gap to close regarding psychosocial assistance, care, and 
rehabilitation. In addition to meeting personnel, facility, and financial conditions, we also need to 
make advances in outlook, as well as in encouraging volunteers and achieving social 
cooperation. Psychologists, teachers, physical therapists, and social workers help the centres, but 
they are far too few in number and not all centres have the specialists they need. 
All centres have facilities to house mothers or some other way to accommodate parents, 
so that parents may remain with their sick children and participate in their care during their 
periods of hospitalization. A recreational centre at Bakonyszűcs (N) is run by the Working 
Group to offer rehabilitation to sick children. 
The family of a child with cancer is entitled to an enhanced family allowance for as long 
as he or she requires special medical care and increased monitoring. This is provided on the basis 
of a certificate issued by the institute treating the child. The family is also entitled to the 
medications incorporated in the list of medicines available to indigent patients free of charge 
and, as an oncology patient, to certain other medications with the social insurance fund covering 
90-100 percent of the costs. 
The Hungarian Paediatric Oncology Working Group works hard to offer full and 
complex care and rehabilitation above and beyond up-to-date medical care to all children with 
cancer to optimize the quality of life for the rising number of cancer survivors. 
Achievement of this goal goes beyond the healthcare circle and requires social support 
and cooperation. A growing number of NGOs are actively supporting improvements in the level 
of paediatric oncology diagnostics and therapy and helping to establish more humane and 
bearable circumstances for the children and their parents. 
A detailed elaboration of the section of the National Anti-Cancer Program that involves 
children is currently underway. 
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  7. PAEDIATRIC MENTAL HEALTH CARE AND PAEDIATRIC PSYCHIATRY 
Resolving the mental health problems of children is a complex task requiring close 
cooperation among healthcare, welfare, teaching, and child protection institutions. Opinions are 
unanimous that the current network is unable to cope with the scope of the problems. Concerns 
are particularly serious regarding acute care of children and adolescents who are in crisis 
following suicide attempts, who are drug abusers or who are suffering serious psychosis (who 
are a danger to self and/or others). Primary care and bed rest for children is in continuous conflict 
with the problem that there is no place to accommodate psychiatric patients who cannot be 
managed at home or in paediatric wards. 
Mental health problems are very extensive in scale. At the same time, the care provision 
network (paediatric outpatient neurology, outpatient psychology, child protection network, 
organizations involved with crime prevention, NGO foundations, inpatient facilities) is so widely 
separated and the competencies so indistinct that often children are taken into care in a 
haphazard manner. In addition, it is very difficult to ascertain which form of care best suits the 
condition of the child.  
International epidemiological studies show that the average prevalence of psychiatric 
disorders among children aged 4-17 years is 15.8 percent, a figure that qualifies as endemic. It 
also means that 347,000 children require psychiatric care and at present only about one tenth of 
them receive it. 
 The backbone of care in outpatient psychiatry for children and adolescents is 
provided by childhood and adolescent neurology centres. There is one such centre in each of the 
19 counties and there are seven in Budapest. In addition, there are paediatric neurology centres in 
other larger cities, giving a total of 36 nationwide. Their levels of equipment and professional 
staffs differ sharply from one part of the country to the next. There are care facilities run by a 
single person who offers child psychiatry for only several hours a week, and there are 
multidisciplinary teams in which a physical therapist, psychologist, social worker, and welfare 
worker make joint efforts to assist patients. 
The highest number of hours of continuous care are in SE Hungary, with 426, followed 
immediately by the SW. The lowest number is in Pest County, which surrounds Budapest. 
The highest number of outpatient specialist clinic hours is in Budapest and Central 
Hungary, while the lowest number of specialist clinic hours is in the SW, where the overall high 
number of hours of continuous care offers some compensation. 
This care is offered amidst a wide variety of organizational frameworks. 
Existing early development centres focus on children over the age of one, who have been 
identified as having symptoms of pathological movement and/or of mental retardation. Here the 
focus is on promoting movement and/or mental development. The centres do not have sufficient 
capacities and are only able to care for a small portion of the 0-3-year-olds that would require it. 
Centres focused on seeking out and treating child and adolescent drug abusers have 
been established in each region, in parallel with the rising drug problem (the appearance of 
narcotics that can be inhaled). In the past ten years, the emphasis has shifted towards offering 
care for 16-18-year-old drug users. However, treatment of under-16s is completely unresolved. A 
gradual rise in the number of patients in this age group would be apparent if they were registered 
and treated. Neither paediatric nor child psychiatry wards are willing to care for this patient 
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group, for their treatment requires special operational and care conditions that these wards do not 
have. 
Day sanatorium/hospital care facilities have been initiated in three places in the country. 
This enables caregivers to treat children who live near the facility without separating them from 
their families. But the method is only suitable for a specific type of patient. At present, there are 
51 spaces in which day hospital care can be offered. Over half of them are in Budapest. 
There are currently six inpatient facilities with 141 acute beds. The distribution is 
uneven, for, for instance, there is not a single inpatient facility with acute beds in the western 
third of the country. This is well below European recommendations, which calls for one inpatient 
bed per 10,000 population and 7.14 outpatient hours with specialist physicians per 10,000 
population. There is a complete shortage of child psychiatry intensive rehabilitation beds. 
In all wards, parents may be admitted with their children. Often this is a prerequisite for 
successful treatment, for the root of the problem is often in communication within the family. 
Thus, the parent and parent-child communications often need to be treated to alleviate the 
problems of the child. 
There are two “paediatric neuropsychiatry” wards in operation in addition to the 
paediatric and adolescent psychiatry wards. One is part of the Paediatrics Ward in Szolnok and 
has six beds, and the other is at the Paediatric Clinic of Pécs University and has 15 beds. In both 
places psychiatric patients are treated together with neurology ones, an organizational form that 
is professionally questionable. 
Rarely is there a need for emergency hospitalization in this area. Under the age of ten, 
this option can be completely discounted. A situation in which a patient becomes a danger to self 
and/or others that requires true psychiatric care can be triggered by an unexpected psychosis, 
which may be associated with a beginning schizophrenia, a mania, or in very rare cases, with an 
unquenchable compulsion as part of obsessive-compulsive disorder, or by exogenous factors 
(chemicals, drugs). An acute suicidal compulsion may justify hospitalization although the option 
often is a follow-up to an attempted suicide only if the patient retains the suicidal ideation. In 
some cases a psychiatric pathology may be diagnosed, but often they are triggered by modelling 
situational factors which, in some cases, a psychiatric hospitalization may even reinforce. At 
present, 24-hour emergency cases are treated at the National Institute of Psychiatry and 
Neurology (OPNI) [Budapest], the Kenézy Gyula Hospital of Hajdú-Bihar County [Debrecen, 
E], and the Child and Adolescent Psychiatry Ward of Szeged University [Szeged, SE]. 
Rehabilitation is available in four wards nationwide, on a total of 63 beds. There is no 
separate rehabilitation ward. There are twelve rehabilitation beds, but no specialist physician, as 
a section of the Paediatric Ward in Győr. Sadly, the special needs of child psychiatry have been 
completely ignored when establishing the minimum conditions for intensive specialized 
rehabilitation for various organizational units, where extra financing is available. 
Rehabilitation for drug patients has begun in three regions as a model project, and 
these drug rehabilitation centres continue to operate. Available data show that the age level at 
which children first experiment with drugs is going down. Sadly, the rehabilitation facilities no 
longer accept patients under the age of 16-17, so the vulnerable age group has no rehabilitation 
care whatsoever. Rehab facilities that can receive 15-20 persons have been established for 
adolescent and young adult drug patients. In addition, several religious groups maintain 
rehabilitation facilities for young drug patients. 
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There are counties whose outpatient networks do not include either a child psychiatrist or 
a psychologist. The number of specialist physicians in the various outpatient facilities ranges 
from 0-4. There is a higher number of specialist physicians in counties where inpatient care is 
also offered. 
Physicians in Hungary have been trained as child and adolescent psychiatrists for the past 
44 years. During that time, 146 such doctors have been trained but only 88 specialists work in 
inpatient or outpatient paediatric psychiatry facilities. 
Child and adolescent psychiatry was only qualified as a basic specialization two years 
ago. It is an encouraging sign that there are currently 22 residents in training in this profession. 
In the past three years, some 2,600-3,000 acute patients were hospitalized in the country’s 
seven inpatient wards. Some 800-880 were treated in rehabilitation centres, and 260-500 in day 
sanatoria/hospitals. The number of patients treated in day hospitals will increase now that 
Semmelweis University of Medicine has opened a ten-patient facility as of January 1, 2005. 
Matters of professional management remain unresolved. There is no professional college 
or professional group for child and adolescent psychiatrists, and professional supervision is 
offered in two counties only. It does not have a single clinical faculty. 
 
 8. CHILD REHABILITATION 
At least 6 percent and at most 10 require shorter or longer periods of neurohabilitation 
and rehabilitation services, which comes to 100,000-140,000 children under the age of 14 years 
each year. For many of these children the rehabilitation could be resolved within the framework 
of preschool or school physical education or physical therapy, if conditions were better. 
However, there are some children whose conditions require hospitalization. They make 
up 8-10 percent of all the children who need rehabilitation, or 8,000-15,000 a year. The current 
capacity is barely sufficient to meet the demands of one-tenth of this number. In addition, 
availability differs widely from one part of the country to the next. Fifteen percent of Hungary’s 
population is younger than 14, but they have access to less than 0.26 percent of the rehabilitation 
hospital beds. There are 6,400 rehabilitation beds for people with limb and internal medicine 
difficulties but of them, only 165 of these beds (0.257 percent) are maintained for children. There 
is a rehabilitation centre in Miskolc (NE), which has been operating in the Paediatric Health 
Centre of the County Hospital since 1983, and another in Nyíregyháza-Sóstó (E) that has been 
operating alongside an outpatient centre in Debrecen (E) since 2004. The Professional 
Rehabilitation College set the number of paediatric rehabilitation beds needed at 0.5/10,000 
children, which is equivalent to 300 beds. In most cases, the other paediatric rehabilitation wards 
lack rehabilitation specialist physicians, do not have sufficient non-specialist-physician staff, and 
are also wanting regarding other conditions. The situation is more or less the same as far as 
specialist physician and non-specialist hours are concerned in outpatient rehabilitation hours 
(mainly physical therapy). In 2004, there were only 212 specialist physician clinic hours and 719 
non-specialist-physician clinic hours available for paediatric rehabilitation throughout the 
country. 
Part of the reason for the shortage of capacities is that there are very few rehabilitation 
specialists among paediatricians (12 in all). This was partly caused by a feature of the specialist 
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examination system that limited study for rehabilitation qualifications to persons who 
specifically wanted to work in that area. 
Many NGOs have initiated and operate service providers in an attempt to cover the 
shortfall of the government institution system, but their operation is without professional 
monitoring. One of the most important problems here is financing. Resolving this aspect of the 
problem cannot be postponed. 
Very few providers have contracts for ambulatory care, particularly in the civil sector.  
There is also a distinct problem with “rehabilitation parents,” who also need professional 
assistance regarding both hospitalization and home life. 
Nursing needs for children who require rehabilitation are more intensive than usual, for 
most children requiring hospital admission are as helpless as a few-week-old infant during the 
initial period. The funding for this acute phase, set centrally (in accordance with the Diagnosis 
Related Group rate (HBCS) is insufficient to cover many paediatric interventions because of the 
high-level nursing demand. The problem is even more serious when financing rehabilitation, 
since the 1.6 times the chronic funding or even the 2.1 times the chronic funding that has been 
available for intensive rehabilitation since July 2004 are far from sufficient to cover the costs of 
caring for these children. 
 
 9. PAEDIATRIC CARDIOLOGY AND HEART SURGERY 
The Gottsegen György National Institute of Cardiology (GOKI) Paediatric Cardiology 
Centre has been the national centre for paediatric cardiology and child heart surgery in Hungary 
since 2000. It focuses on the full range of diagnosis and therapy for congenital heart 
development defects from birth to adulthood. In prior decades, surgery for congenital disorders 
was performed by all cardiac surgery centres, which did not make it possible to evolve the full 
range of up-to-date care. 
The infrastructure and staff quality at the GOKI Paediatric Cardiology Centre enable it to 
play a defining role in Central and Eastern Europe in treating cardiology patients and in heart 
surgery on European level. 
Congenital disorders occur in approximately 0.6-0.8 percent of births, which means that, 
given a 10 million population, about 800 children are born with heart defects each year. 
International data show that two-thirds of these patients will require surgery at some point in 
their lives. In half of these cases, the surgery becomes necessary within the first six months of 
life. 
At present, 13.5 percent of the surgery is emergency surgery. Since 2000, the centre has 
been performing 550-600 cases of heart surgery and 400-450 heart catheterizations a year (of this 
200-250 are heart catheter interventions). Sixty percent of the open-heart surgeries are on infants 
below the age of one. 
Patient numbers and interventions are similar to the top European centres. At this time, 
the centre has an unused capacity for both infant and child cardiac surgery and for heart catheter 
interventions. It could handle a minimum of another 100 surgeries and 100 catheterizations a 
year. 
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The Institute’s management has proposed establishing a European training and extension 
training centre here and has begun building intensive foreign relations to take advantage of this 
excess capacity, which are already beginning to bear fruit. 
GOKI organizes regular extension training and continuing education courses for the 
paediatric cardiologists of the region on treatment of congenital defects through surgery and 
catheterization and on invasive and intervention electrophysiology.  
  
V. Inequity in access to health care 
Under the Constitution, all citizens in Hungary are entitled to the highest level of physical 
and mental health that the state can provide through organization of healthcare institutions and 
medical treatment. 
The Health Act includes patient rights, stating that every person must be provided with 
the healthcare warranted by his or her state of health on a continuous basis in a non-
discriminatory manner. 
However, in socially disadvantaged regions these principles operate in a limited manner 
if at all. The country’s largest ethnic minority, the Roma, are particularly hurt by this. 
Only about 70-75 percent of children are offered primary healthcare at all, which means 
that the differences in professional level based on place of residence are striking. 
So, we have to say that equal opportunity is not fully existent in our care system. Small 
settlements and economically backward regions of the country are particularly hit by regional 
disadvantages. In these areas paediatric practices and regional paediatric home visitor positions 
are empty when the districts can be established at all, because of high levels of poverty and a 
large number of children per family combined with a widely scattered residential pattern and a 
small number of residents in any given settlements. Most of the vacant mixed practices are in 
these settlements and there is little chance of finding someone to take them. 
At the same time, it has been possible to find health visitors to take jobs in these 
disadvantaged areas. In some regions populated by Roma minorities these health visitors have 
organized highly successful courses. 
In these areas, the task is to organize micro-regional cooperation involving coordinated 
provision of regional education, welfare, child protection, and healthcare services. 
By establishing Micro-Regional Community Centres (Kistérségi Közösségi Központok = 
K3s) quality services become available to the rural residents. This means that basic services that 
can improve health status and welfare security will become accessible in about 200 small regions 
and micro-regions. 
In some places and cases, changes in the composition of the population triggered by 
migration have paediatric health repercussions.  
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VI. Preventive care for children 
 1. IN THE NEONATAL PERIOD 
We provide screening for four types of disorders that can endanger the normal 
development, health and metabolisms of neonates, as well as examinations focused on 
recognizing development disorders (such as hip dysplasia). There is also testing for neurological 
maturity, hearing, and vision although not everywhere and not always on satisfactory level. 
Where problems with vision or hearing are discovered, further examinations and treatment are 
offered. 
With rare exceptions, we assure that neonate and mother remain together in the neonatal 
ward but we are far from being able to offer 24-hour rooming in, the desirable form, in all places. 
The Promotion of Breast-Feeding Task Force established on recommendation of WHO 
and UNICEF in March 2005, with its actions to offer a healthy start to life as part of the National 
Public Health Program, assisted by the Baby-Friendly Hospital and Baby-Friendly District, are 
aimed at achieving this. 
The Health Act guarantees that a parent may remain with a sick child, but in many places, 
there are no facilities to make this possible. 
 
 2. IN INFANCY AND CHILDHOOD 
Within the framework of mandatory health insurance, a law guarantees age-appropriate 
medical examinations and supplementary screenings. 
According to legislation currently in effect: 
Examinations are to be provided at the ages of 1, 3, and 6 months, then annually between 
the ages of 1 and 5 years, and bi-annually between the ages of 6 and 18 years (more often if 
considered necessary): 
• to determine and evaluate physical development based on domestically evolved growth 
standards, 
• to screen for development disorders recognizable at given ages (such as hip dysplasia), 
• to examine the nervous system, 
• to examine psychomotor, mental, and social development. 
• to examine locomotor organs, 
• to examine sensory organs (vision, strabismus, and hearing) and speech development, 
• to examine genital organs (to recognize cryptorchism by age two at latest), and later to 
determine sexual maturity, 
• to check blood pressure from the age of three, 
• to conduct palpation tests for goitre from age 11 on, 
• to perform dental check ups annually from age 3 to 18. 
These examinations must be considered when determining suitability: 
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At age five, to determine maturity to begin school, then before a child continues his or 
her education or begins to learn a trade – where the physical is a requirement set by law. 
The results of all of these examinations must be documented in the health records of the child. 
The legal regulation on screenings is being amended. It will become necessary to 
combine screening methodologies and improve technical conditions to be able to conduct 
screenings in a high-standard manner.  
 
3. SUPPORTED PREVENTION PROGRAMS AFFECTING INFANTS AND 
CHILDREN 
To prevent haemophilia among neonates, Vitamin K is available through the nursing 
period (an analysis of its use found that a far lower rate of infants cared for in mixed practices 
received it). 
Vitamin D3 is available for all children to prevent rickets.  
Fluorine prophylaxis is available to prevent dental caries (however, professional 
differences have led to differentiation of oral fluorine prevention from one region to the next; the 
methodological guideline will be updated based on consensus). 
Iodized kitchen salt is available to prevent goitre, but is not uniformly available in commerce. It 
would be desirable to have iodized salt used in all kitchens preparing canteen meals for children. 
In regions where the drinking water is contaminated with nitrates, water in plastic bags is 
available for infants to prevent methaemoglobinaemia, and residents are briefed on where they 
can obtain uncontaminated water. 
In professionally justified cases, the National Health Insurance Fund makes breast milk 
available to infants, and covers the costs. 
We do not have methodology guidelines for all screenings and prevention programs and even the 
ones we do have, have not all been distributed. The ones that need replacement following 
professional consensus will require cooperation among paediatricians and other professions.  
Plans also call for more widespread dissemination and increased financial support for 
vaccines recommended in childhood but not mandatory, for this will result in a healthier 
generation of young adults. 
  
VII. Public health program for children 
 1. HEALTH EDUCATION, HYGIENE EDUCATION 
Public Health Program targets include seeing more effective health education in the 
schools. This involves teaching hygiene, which, under the Health Act, should cover the 
following areas: 
a) the human body and the way it operates, the laws of interaction between natural, social, 
and psychological environment; 
b) information needed for healthy nutrition, a healthy lifestyle, and a healthy environment; 
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c) information on personal physical and mental hygiene; 
d) the role of exercise and sports in health maintenance and promotion; 
e) ways to prevent and resolve stress, and methods of conflict resolution; 
f) information of sexual culture, behaviour and family planning, and on how to avoid 
sexually transmitted diseases (STDs); 
g) addictions, the damaging effects, and how to avoid them; 
h) the theory and practice of first aid; 
i) the conditions and opportunities for accessing healthcare services; 
j) the ethical foundations for health. 
Experience as well as surveys supports the conjecture that the health education of 
children in Hungary varies significantly in level, is by no means continuous, and is not universal. 
Health and education professionals do not agree on how school health education should take 
place (as a separate subject within the curriculum or integrated into the whole education 
process). Both ministries have worked hard to improve school health promotion. However, if it is 
to be effective, scientific methods will have to play a much greater role in healthcare professional 
and teacher training and extension training. 
In keeping with decisions taken by the Interdepartmental Committee for Public Health on 
May 22 and November 11, 2003, a model program for introducing school health-promotion 
norms has been designed. The design effort showed awareness of the complexities of health 
promotion (stressing the transfer of information, school mental health, ways of boosting the 
health-supportive nature of the objective environment, and exercise and nutrition). Quite a 
number of organizations have called for the earliest possible implementation of the plan (such as 
WHO, Parliamentary Committees, parent organizations, teacher organizations, the Medical 
Research Council (ETT), the Hungarian Academy of Sciences (MTA), the National Healthcare 
Council (NET), and the Scientific Society for Public Health (NETT) 
 2. SCHOOL BUFFETS 
We have now begun a healthy school nutrition program in cooperation with the 
Education Ministry and the Bureau of the Government Commissioner for Public Health. The 
significant elements are as follows: 
The Health Ministry and the National Institute of Food Safety and Nutrition (OÉTI) have 
issued a recommendation of the foods offered by school buffets and vending machines 
offering food and beverages. The essence of the recommendation is to set minimum and 
maximum values for food components. In connection with this, the Education Ministry has 
designed a draft decree regulating school buffet operators and the contracts that school principals 
conclude with these operators. The draft has been presented to the European Union for 
notification. 
It is essential to offer essential information to parents, teachers, and children so that they 
understand the reasons behind buffet selection and cooperate. 
The Bureau of the Government Commissioner has published a competition for healthy 
buffets, to motivate buffets to design a healthy selection of foods. 
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It will now be necessary to promote healthier school canteen means. Funding is not yet 
available for this, but everyone recognizes that steps will have to be taken. 
 3. ADDICTIONS 
Reducing cigarette smoking is an important goal of the Public Health Program and 
preventing children and adolescents from smoking is an important part of this. Many successful 
programs were initiated to this effect in 2004 and in 2005 as well. (They include “Cigs Stink,” 
“Quit and Win,” World No Tobacco Day, interactive programs such as the labyrinth of the 
consequences of smoking, and a minimum intervention program run by primary health care 
physicians). Hungary is a signatory of the Framework Convention on Tobacco Control, which 
has given a significant “tailwind” to efforts to cut cigarette smoking. We can sense society’s 
agreement with a complete ban on smoking in schools and healthcare facilities, and are therefore 
designing a zero tolerance program. 
Primary (in other words, universal) prevention of alcohol and drug use by young people 
involves personality development with all students in the schools and everyday physical 
education/exercise. Other ways of preventing drug use include education campaigns organized 
with funding from a joint grant offered by the Ministry of Youth, Family, Social Affairs and 
Equal Opportunities and the Ministry of Education. The Health Ministry is charged with 
maintaining the networks that care for drug users and collecting drug-related data. 
 
VIII. Areas of cooperation 
 1. WITHIN HEALTHCARE 
It is clearly necessary to tighten up cooperation between university inpatient clinics, 
hospitals, outpatient clinics, and primary care physicians, and one part of this effort is sharing 
information. It is desirable to restore the closer professional ties of past years, or at least to 
approach that state. In practice, this could become a part of the continuing education system. 
A collegial relationship with the health visitors’ network needs to be evolved, with an 
emphasis on interdependence. Where centres operate, these health visitors are part of the team 
and their prevention activity is coordinated with the other sectors of primary care including the 
primary care paediatrician’s preventive activity. 
The paediatric oncologists, child and adolescent psychiatrists, and rehabilitation 
specialists all work in cooperation with psychologists, physical therapists, and social workers. 
 2. EXTERNAL TIES 
In school health, the school doctor and health visitor assigned to the school join in the 
school’s day-to-day life and play an active role in health education programs, in close 
cooperation with the teachers. Cooperation with the education and law enforcement networks is 
also necessary. 
The health visitors and paediatricians have evolved close cooperation with child 
protection and custodial services, the Ministry of Youth, Family, Social Affairs and Equal 
Opportunities and the Public Foundation for Patients’, Care Recipients’, and Children’s Rights 
Advocacy. 
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The child psychiatrists are in day-to-day contact with the teachers, psychologists, and 
social workers working in the child psychology centres, and family assistance institutes. 
The various NGOs and foundations offer significant help in providing for children, 
working in close cooperation with the institutes. They are also playing an increasing role in 
relaying social demands to the healthcare system. 
  
IX. Medicines for children 
The European Commission has submitted a draft Regulation on medicinal products for 
paediatric use.  
The goal is to improve the health of European children by promoting research and 
development and registration of medicinal products intended for paediatric use. The Commission 
would like to end the inappropriate practice of offering slightly smaller dosages of medicinal 
products approved for adults to children without satisfactory clinical testing. 
The proposal calls for mandating an applicant for a marketing authorization for a 
medicinal product demonstrate the start of paediatric testing to show that paediatric concerns are 
being addressed. 
Debate on the draft regulation is underway in the pharmaceutical and health technology 
working-group of the Council of the European Union, in which Hungary plays an active role. 
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THE FUTURE OF HEALTHCARE FOR INFANTS AND CHILDREN 
 
GOAL I:  IMPROVING THE QUALITY OF LIFE FOR NEONATES BY REDUCING THE 
NUMBER OF PREMATURE INFANTS AND BABIES BORN WITH 
CONGENITAL ABNORMALITIES AND IMPROVING SURVIVAL RATES. 
Task: 
1. We will reinforce prospective parents by offering them the effective support of our health 
education and family planning network. This means offering adolescent girls and boys 
throughout the country, including the smallest of settlements, the knowledge needed to 
maintain a healthy way of life leading to healthy parenthood, and helping them to 
implement this knowledge in practice. 
 Priority programs to be initiated in harmony with the National Public Health Program are 
detailed information campaigns that can improve our demographic situation, such as safe 
sex, ways of preventing premature births and infertility, and of reducing the abortion rate 
and within this, particularly the abortion rate among teens. 
 Deadline: September 30, 2006 
2. We will increase the effectiveness of Family Protection Services and support pre-
conception programs of prevention, to achieve a further significant decline in the number 
of abortions with programs on nationwide and local levels. This includes popularizing 
outpatient programs for teens and a campaign to involve the public at large combined 
with a media campaign. 
 Deadline: September 30, 2006 
3. As part of the public health program on cigarette smoking, we will gradually tighten up 
laws protecting non-smokers as a way of promoting a healthy way of life and healthy 
pregnancies. 
 Deadline: Ongoing, in keeping with amendments in the law    
4. We plan to revisit the current way of offering antenatal care to expectant mothers and to 
improve the quality and efficiency of that care. 
 Deadline: December 31, 2006  
5. Intrauterine transportation when premature delivery is imminent or there is early onset of 
labor must be supported more vehemently, since there is no better “incubator” for a baby 
than a mother’s body and metabolism. 
 Deadline: April 30, 2006 
6. A system in which there is a third party present at all deliveries, responsible only for the 
welfare of the neonate and able to perform resuscitation on the newborn baby if 
necessary, has to be evolved. 
 Deadline: June 30, 2007 
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7. Neonate screening for congenital metabolic diseases has to be upgraded. 
 There are over a hundred possible congenital metabolic diseases that can occur. Tandem 
mass spectrography (tandem MS) uses a single drop of blood on a filter paper and 
enables identification of nearly 30 enzyme disorders. According to international data, the 
frequency of metabolic diseases – rare ones – that can be identified with tandem MS is 
1:2,055. This means that given a birth figure of 100,000/year, 48-50 infants with these 
disorders could be identified early and appropriately treated. 
 Deadline: August 1, 2006 
8. Early development and neurohabilitation (neurotherapy) capacities will be increased to 
offer regional care. This also involves altering legislation to allow an inpatient or 
outpatient facility with such accreditation to conduct neurohabilitation for an infant under 
the age of one. 
 Deadline: June 30, 2007 
9. We plan to put more emphasis on the Baby-Friendly Hospital program, which improves 
the care level of women during and after delivery, and enables mothers to remain 
together with their babies after delivery. 
 By 2007, we plan to increase the number of hospitals able to meet UNICEF’s 
international standards from 8 to 25. 
 Deadline: December 31, 2007 
10. Relying on the Promotion of Breast-Feeding Task Force, organized several months ago, 
we need to further improve the proportion of infants that are breast-feed or fed with 
breast-milk. 
 Deadline: Ongoing 
11. We will be transforming the immunization program for neonates and children as of next 
year to adjust to new epidemiological challenges and offer our children immunity with 
the most up-to-date vaccines, which will be advantageous for both the children 
vaccinated and the staff handling the vaccinations. 
 Deadline: January 1, 2006 
12. We will improve the operating conditions and equipment levels of our Neonatal Intensive 
Care Units, including emergency care for premature infants. 
 Deadline: December 31, 2006 
13. We will introduce a uniform methodology for neonate vision and hearing screening. 
 Deadline: December 31, 2006 
14. We will show the multimedia material introducing new development neurology 
diagnostic and therapeutic methods and protocols to every single physician who treats 
infants (principally to neonatologist) and health visitors, and will include this material in 
paediatric and paediatric neurology education and continuing education, in an effort to 
prevent locomotion disorders, mental retardation or multiple disabilities. 
 Deadline: December 31, 2006 
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GOAL II:  OFFERING UNIFORM PAEDIATRIC PRIMARY CARE TO ALL CHILDREN 
AND ACHIEVE EQUITY BY IMPROVING ACCESS TO, AND THE QUALITY 
OF, HEALTHCARE. 
Task: 
1. We will revisit the current primary care paediatric network with a view to more uniform 
care and access to care, and where necessary and possible, will establish new practices. 
 Deadline, December 31, 2007 and ongoing 
2. Where primary care paediatric practices cannot be expanded in their current form, we 
will improve the level of care provided by the family practitioner operating in a mixed 
system. We will do this by: 
 a) Evolving group practices and micro-regional health centres that will include 
paediatricians. 
 Deadline: 2013 
 b) We will improve the level of knowledge and skills of primary health care physicians 
managing mixed family practices. We will increase the time devoted to paediatrics and 
the depth of the information transferred when training specialist physicians, and will 
include paediatrics as a mandatory requirement in continuing education, requiring that 20 
percent of the mandatory credits that must be obtained every five years be in paediatrics. 
 Deadline: December 31, 2007 
3. The renovation of the Mobile Specialist Medical Services (MSMS) while 2. a) is being 
implemented, changing it into a consultative system that guarantees the following: 
• Children are to be seen at least twice by a paediatrician in their first year of life, and at 
least once a year thereafter up until the age of six. The family practitioner should be the 
one to initiate the consultation and should be present. 
• The person providing the consultation should not handle primary care tasks, which is the 
job of the family practitioner. 
• The consultation should monitor development, and check into development problems 
and chronic disorders. 
• It might be possible to come to agreement with a specific paediatrician whom the family 
practitioner finds compatible, to serve as a regular consultant to a family practitioner 
working in a mixed practice. The paediatrician could be a hospital specialist who is 
familiar with the work of the region or it could be a primary care paediatrician working 
in a nearby settlement, or even a paediatrician from the regional health centre. 
 Deadline: June 30, 2007 
4. We eventually need to have paediatricians providing healthcare to childcare institutions 
(homes where healthy children and children with disorders are raised) and until that can 
be done, the consultations should extend to these homes, too. 
 Deadline: June 30, 2008 
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5. We have to increase the number of paediatric residents to guarantee that we will have the 
number of paediatricians needed, which means redefining the number of primary care 
paediatricians admitted to residence programs. 
 Deadline: December 31, 2006 
6. Training and continuing education (which should include distance learning) has to 
become more issue-focused, practical and testable. Courses should adjust to actual tasks 
(the institutes offering the training will have to be more focused on the real expectations 
of primary care). We have to design a system of procurable licenses and a manner of 
obtaining and updating qualifications. 
 Deadline: December 31, 2007 
7. We need to design measures to facilitate the procurement and sale of practice rights. 
 Deadline: December 31, 2006 
8. We need to establish professional guidelines and treatment protocols for primary care. 
 Deadline: December 31, 2007 
9. With preliminary laboratory testing and other instruments available for examinations in 
the primary care phase, we can speed up diagnoses, reduce the amount of unnecessary 
antibiotics distributed, improve treatment efficiency (cut travel costs), increase resident 
satisfaction, raise primary care physician prestige, and cut overcrowding in laboratories. 
 As science and technology progress, new tests can be included in the laboratory quality 
assurance system, which is the condition for financing by the National Health Insurance 
Fund. This is particularly significant in practices that are far from laboratories (can avoid 
forcing patients or test material to travel). 
 Deadline: January 1, 2007 
10. We have to revisit the practices offering care to very low numbers of patients to 
determine whether they are viable, and to design proposals to resolve the problem on 
long term. 
 Deadline: June 30, 2007 
11. The paediatric on-call system will need to be revisited but this only should be done in 
parallel with the revamping of the entire emergency care system, in coordination with the 
Hungarian National Ambulance and Emergency Service, and in conformity with regional 
endowments. 
a. Weekday and weekend specialized paediatric out-of-hours/on-call facilities should be 
established in Budapest, the county seats, and all other cities where there are at least 
eight paediatric practices in operation. 
b. Regional or micro-regional central paediatric out-of-hours/on-call facilities should be 
set up wherever there are a sufficient number of children. 
c. In smaller towns, where there are fewer than eight paediatric practices, out-of-
hours/on-call paediatric facilities should offer separate morning and afternoon clinic 
hours to reduce the burden on adult out-of-hours/on-call services. Alternating 
paediatrician out-of-hours/on-call services also might be considered. 
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d. On weekends “extended” paediatric outpatient care can be used (this is the current 
method). 
e. Doctors working with the Hungarian National Ambulance and Emergency Service 
need more experience in handling emergency paediatric cases. 
f. Training in emergency care needs to be organized for paediatricians, other specialists, 
and other participants in paediatric out-of-hours/on-call services. 
g. The public must receive regular information on the purpose of these out-of-hours/on-
call services and when it is appropriate to access them. 
Deadline: December 31, 2007 
 
GOAL III:  IMPROVING SCHOOL AND ADOLESCENT HEALTHCARE, AND BOOSTING 
ITS EFFICIENCY 
Task: 
1. We need to hold consultations among all participants in school healthcare to evolve 
consensus. 
 Deadline: December 31, 2006 
2. We need to design a detailed development plan to resolve the training problems and 
establish the personnel and objective conditions for providing school doctors in 
secondary schools. 
 Deadline: December 31, 2006 
3. The multidisciplinary information needed by school doctors will be included in extension 
training for school physicians. 
 Deadline: December 31, 2007 
4. The school health promotion programs that are part of the Public Health Program should 
be offered through cooperation between the Ministry of the Interior and the Ministry of 
Education. The Ministry of Education needs to be made aware of the tasks within its 
sphere of competency. 
 Deadline: December 31, 2006 
5. To complement the youth and healthcare networks and provide a professional foundation 
for both, Budapest and other cities need to establish multidisciplinary adolescent advisory 
services and medical offices. The only other period in life when physical, intellectual, and 
emotional development is as intensive as in infancy is during adolescence when the 
dramatic hormonal and psychological changes increase the hazard of at-risk behaviours. 
 Deadline: June 30, 2008 
 6. We will propose to the Education Ministry that it establish the conditions to introduce 
daily physical education and exercise, as well as physical therapy for children requiring 
it. 
 Deadline: December 31, 2006 
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7. To prevent child accidents, suicides, and child abuse, we plan to cooperate with parents, 
teachers, the Transport Ministry, and the Ministry of Youth, Family, Social Affairs and 
Equal Opportunities in harmony with a National Accident Prevention Program. 
 Deadline: December 31, 2006 
8. We are initiating first aid and childcare information programs for parents with the 
assistance of the Hungarian Red Cross. 
 Deadline: December 31, 2006 
9. We will investigate opportunities for offering non-mandatory inoculations free of charge, 
at least among high-risk groups. 
 Deadline: December 31, 2007 
 
GOAL IV:  IMPROVING SPECIALIST OUTPATIENT SERVICES TO RESPOND TO 
NEEDS 
Task: 
1. Access to orthodontic care must be assured throughout the country for all persons who 
require it including people with disabilities. 
 Deadline, December 31, 2007 
2. We plan to design a professional program to improve and coordinate specialized 
outpatient facilities for children on regional and county level with a particular focus on 
the areas most important to managing public health concerns. This includes setting up the 
necessary diagnostic facilities. 
 Deadline: September 30, 2006 
3. We need to revisit the need for general paediatric outpatient clinics with a mind to local 
conditions and to examine opportunities for connecting them to Mobile Specialist 
Medical Services (MSMS). 
 Deadline: September 30, 2006 
 
GOAL V:  ACHIEVING THE MORE RATIONAL OPERATION OF INPATIENT 
PAEDIATRIC FACILITIES IN A MANNER MORE ADJUSTED TO NEED 
Task: 
 
1. We will investigate opportunities for revamping children’s wards with few beds, low 
levels of use and very few specialists, establishing day hospitals, regional hospitals, 
micro-regional centre on-call facilities or even outpatient rehabilitation facilities where 
possible. 
 Deadline: June 30, 2008 
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2. We need to amend existing laws to see to it that were possible, inpatient care for children 
be confined to paediatric wards. Among 14-18-year-olds, the nature of the disorder will 
determine where the child is placed. 
 Deadline: December 31, 2006 
3. We will design a protocol specifying the conditions that must be provided for a 
hospitalized child (equipment, personnel, supervision, etc.) if the child is not placed in a 
paediatric ward. 
 Deadline: December 31, 2007 
4. We will prepare a detailed professional and financial program to rationalize inpatient care 
for the children of Budapest and the central region, and include all owners of current 
facilities in the effort. 
 Deadline: December 31, 2006 
 
GOAL VI:  IMPROVING PAEDIATRIC ONCOLOGY CARE AS PART OF THE 
NATIONAL CANCER CONTROL PROGRAM 
Task: 
1. We will improve the equipment and operations of paediatric oncology centres and the 
areas servicing the paediatric oncology centres but not specialized in paediatrics (such as 
radiation therapy), so that they become able to meet the needs of paediatric oncology. 
 Deadline: December 31, 2007 
2. We will improve the personnel conditions in paediatric oncology centres, principally 
through increasing the multidisciplinary staff. 
 Deadline: December 31, 2008 
3. We will increase society-level cooperation in assisting children with cancer to recover 
and in improving their quality of life. This requires working together with NGOs and 
charities. 
 Deadline: December 31, 2006 and ongoing 
 
GOAL VII:  ADVANCING CHILD AND ADOLESCENT PSYCHIATRIC CARE 
Task: 
1. We will establish separate paediatric psychiatric wards (20-30 beds) and specialist 
outpatient facilities by altering current structures – in phase one – in four cities (Pécs, 
Szombathely, Győr, and Miskolc). 
 Deadline: June 30, 2007 
2. We will design proposals for additional paediatric psychiatry wards to achieve the 
number of beds we need (a minimum of 0.6 beds/10,000 population). 
 Deadline: December 31, 2010 
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3. We will define the guidelines for offering emergency paediatric psychiatric care to people 
under the age of 18 years, and attempt to reach consensus with paediatric psychiatrists, 
psychiatrists, and paediatricians in the process. 
 Deadline: June 30, 2006 
4. We shall establish rehabilitation sections and wards for patients with frequent 
behavioural or adjustment disorders and patients who behave aggressively or use drugs, 
as well as, possibly, for children in need of child protective services. 
 Deadline: December 31, 2008 
5. We shall establish a Paediatric Psychiatry Specialist Group and organize professional 
supervision for paediatric psychiatrists on a regional basis. 
 Deadline: December 31, 2006 
6. We believe it is important to train professionals in early recognition and identification of 
drug problems (particularly primary care physicians and other professionals who do not 
work with addictions). 
Deadline: ongoing 
 
GOAL VIII: EVOLVING COMPLEX CHILD REHABILITATION ON A REGIONAL BASIS 
AND CREATING THE CONDITIONS FOR ITS OPERATION 
 
Task: 
 
1. We will conduct a survey to determine true needs and compare the results with existing 
facilities 
 Deadline, December 31, 2006 
2. On nationwide scale, we will establish 20-40 bed rehabilitation wards linked to the 
various university paediatric clinics, the National Institute of Medical Rehabilitation, and 
paediatric intensive care units. The role of the regional centres will be to offer 
professional guidance, supervision, and training for smaller caregivers – including NGOs 
– who are near the places of residence.  
 Deadline: December 31, 2008 
3. Fully 90-95 percent of demand for paediatric rehabilitation can be met on outpatient 
level, so we will build a care network near the home, which, for children, is particularly 
significant. 
 Deadline: December 31, 2008 
4. We will offer incentives to paediatricians to become rehabilitation specialists through 
secondary or tertiary specialist examinations now that the laws making this possible have 
been in place since March 2005. 
 Deadline: July 31, 2008 and ongoing from then on. 
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5. We will revisit the current financing of paediatric rehabilitation and intensive paediatric 
rehabilitation and make proposals for the changes considered necessary. 
 Deadline: December 31, 2006 
6. We will teach parents accompanying their children how to meet the children’s specific 
needs and design the financing to do this. 
 Deadline: December 31, 2006 
 
GOAL IX:  INTRODUCING PAEDIATRIC HEART TRANSPLANTS TO HUNGARY  
Task: 
1. We will create the conditions for performing paediatric heart transplants. 
 Deadline: December 31, 2006 
 
GOAL X: ADVANCING PAEDIATRIC EMERGENCY AND INTENSIVE CARE 
Task:  To promote up-to-date and safe emergency inpatient care for infants and children in 
undiagnosed or serious condition, including: 
1. Establishing paediatric emergency centres in places where a specialist paediatric facility 
handles emergency tasks for a region. Where the facility handling the emergency tasks is 
not a specialist paediatric one, we will establish the infrastructure for emergency 
paediatric care in addition to the other emergency tasks. 
 Deadline: call for proposals to be published in the first half of 2006 
2. We will increase the number of paediatric ICU beds and ensure that paediatric intensive 
care is available throughout the country. 
 Deadline: December 31, 2007 
 
GOAL XI: PUBLIC HEALTH TASKS REQUIRING MULTIDISCIPLINARY 
COOPERATION AND THE COLLABORATION OF SEVERAL MINISTRIES 
1. Accident prevention – connected to National Accident Prevention Program currently 
being designed. 
2. To improve knowledge of and experience with psychology on all levels of care to 
promote emotional health and, in particular, to prevent suicides – connected to the Public 
Health Program. 
3. To prevent and manage child abuse and abuse of children by other children (mobbing, 
bullying) – connected to programs designed by other ministries for the same purpose. 
4. To design complex health-promotion projects not only in schools but also on all levels of 
care – connected to health education programs. 
5. To work together with the Public Foundation for Patients’, Care Recipients’ and 
Children’s Rights Advocacy to protect the rights of children. 
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6. To cooperate with the National Environmental Health Action Program (NEHAP) to 
prevent environmental hazards from harming children’s health. 
7. To participate in designing government measures to counter child poverty. 
8. To assist in caring for children in disadvantaged situations – in cooperation with the 
Ministry of Youth, Family, Social Affairs and Equal Opportunities. 
9. To work with the Interdepartmental Committee for Gypsy Affairs to reduce the specific 
types of discrimination Roma children are subjected to. 
 Deadline: Ongoing 
 
GOAL XII:  TO DEFINE THE INDICES OF CHILDREN’S HEALTH STATUSES AND THE 
QUALITY OF THE HEALTHCARE THEY RECEIVE 
Designing the data collection protocol and conducting the domestic data collection to evolve a 
European paediatric health indicator system (WHO Health for All, CHILD, PERISTAT). Within 
that: to ensure the continued operation of the systems of data collection through which we 
currently make successful comparisons, and to support and advance those systems. 
1. Collecting data on childhood tumours/leukaemia 
2. Collecting data on childhood diabetes 
3. Collecting data on Neonatal Intensive Care Centres 
4. Conducting collaborative research with WHO on HBSC (the Health Behaviour of School 
Children) 
5. European School Project on Alcohol and Drugs (ESPAD) research is underway, currently 
with the support of the Ministry of Youth, Family, Social Affairs and Equal 
Opportunities. 
6. Developing the information technology network for the child care system 
 Deadline: December 31, 2006 and ongoing from then on 
 
GOAL XIII:  INVOLVING CHILDREN AND THEIR FAMILIES AND ALL PARTICIPANTS 
IN PROVIDING CHILDCARE 
We will bring about a Program Advisory Unit that will include representatives of involved social 
and professional organizations and other ministries to help implement the National Infant and 
Child Health Program. 
 Deadline: December 31, 2005  
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 Figure 1.  Live births in Hungary, 1920 – 2004 
 
 
50,000
100,000
150,000
200,000
250,000
300,000
19
20
19
28
19
32
19
36
19
40
19
44
19
48
19
52
19
56
19
60
19
64
19
68
19
72
19
76 19
80
19
84
19
88
19
92
19
96
20
00
20
04
Year
N
um
be
r o
f l
iv
eb
or
n 
ch
ild
re
n/
ye
ar
(p
er
so
n)
 
Page 55 
 Figure 2.  Data of live births, preterm births and infant mortality,  
1949 – 2004 
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 Figure 3.  Proportion of liveborn babies with birth weight below 2500 g  
within all newborns, in international comparison 
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 Figure 4.  Proportion of preterm infants and distribution by birth weight category,  
1999 – 2003 
 
 
Frequency of preterm delivery / number of cases Year 
<2500g <1500g <1000g 
1999 8.50% 1.31% 0.52% 
2000 8.39% 1.41%  0.60%  
2001 8.50%  1.37%  0.57%  
2002 8.50%  1.37% 0.60% 
2003 8.70%   
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 Figure 5.  Number of induced abortions and live births in girls younger than 14 years, 
1970 - 2004 
 
 
164 126
382
160 155
203
181 236
237
101 92
93
0
100
200
300
400
500
600
700
1970 1980 1990 2000 2002 2004
Years
Live birth
Induced
abortion
N
um
be
r o
f i
nd
uc
ed
 a
bo
rti
on
s
an
d 
liv
e 
bi
rth
s
 
Page 59 
 Figure 6.  Number of induced abortions and live births  
in 1,000 females aged 15 – 19 years,  
1970 – 2004 
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 Figure 7.  Infant mortality rate in Hungary in international comparison,  
1985 – 2000 
 
 
6.7
6
4
9.5
17.7
14.8
14.8
9.2
10.7
20.4
3.4
7.6
4.85.6
10.8
19.9
0
5
10
15
20
25
1985 1990 1995 2000
In
fa
nt
 d
ea
th
s 
pe
r t
ho
us
an
d 
liv
e 
bi
rth
Hungary Sweden
European Union average Central-Eastern European average
 
 
Page 61 
 Figure 8.  Deaths of infants under 1 year of age, by age of mother, rate per 1,000 
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  Figure 9.  Regional differences in infant mortality by county, (three-year averages), 1991-1993 and 2001-2003  
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 Figure 10.  Infant mortality by main causes of deaths (%),  
2003 
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 Figure 11.  Deaths per 100,000 children of corresponding age,  
by causes of death 
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 Figure 12.  Moving average of age adjusted incidence of diabetes type I  
in age of 0-14 years 
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 Figure 13.  Moving average of age-adjusted incidence of leukaemia  
in certain children groups 
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 Figure 14.  Distribution of childhood neoplasms in Hungary (%) 
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 Figure 15. General physical fitness scoring of schoolchildren  
(Based on fitness examinations in grades 2, 6 and 11, academic year 2003/2004) 
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 Figure 16. Newborn and paediatric wards in inpatient institutions, 1995 – 2003 
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 Figure 17.  Number of paediatric practices per 10,000 children by counties 
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 Figure 18.  Number of paediatric practices per 10,000 children by regions 
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 Figure 19.  Annual patient turnover data of family paediatricians 
 
 
9,363,420
138,876
550,041299,659
1,189,688
187,885
Seen at clinic Seen at specialist consultation
Preventive visits at recipient 
of enhanced continuous care
Preventive visits at recipients 
of usual level of continuous care
House-calls Repeated house-calls
 
Page 73 
 Figure 20.  Number of families and care recipients registered by district health 
visits, 1997-2004 
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 Figure 21.  Distribution of care recipients registered by district visitors (%),  
1997-2004 
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 Figure 22.  Dynamics of visits of district health visitors,  
1997-2004 
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 Table 1.  Proportion of children and adolescents aged 0-18 years in total population 
 
 
 1992 1997 2002 2003 2004 01/01/2005 
 
Population, total 10,323,700 10,154,900 10,158,600 10,142,362 10,116,742 10,097,549 
0 – 4 year-olds 613,300 554,200 478,400 477,677 476,348 477,844 
5 – 9 year-olds 621,100 612,200 551,000 540,532 521,952 503,128 
10 – 14 year-olds 749,500 620,400 617,500 615,479 607,817 598,725 
15 – 17 year-olds 550,000 436,300 391,300 322,352 314,694 317,164 
0 – 17 year-olds, total 2,533,900 2,223,100 2,038,200 1,956,040 1,920,811 1,896,861 
Proportion of 0 – 17 year-olds  24.50% 21.90% 20.10% 19.30% 18.90% 18.80% 
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 Table 2.  Infant mortality in 35 European countries, 2003 
 
 
Country %o Country %o 
 
Finland 3.0 United Kingdom 5.2 
Sweden 3.3 Estonia 5.7 
Spain 3.5 Ireland 6.0 
Norway 3.5 Croatia 7.0 
Slovenia 3.8 Hungary 7.3 
Austria 4.1 Poland 7.5 
Czech Republic 4.2 Slovakia 7.6 
France 4.2 Belarus 7.8 
Germany 4.2 Lithuania 7.9 
Denmark 4.4 Bosnia 9.4 
Belgium 4.4 Latvia 9.9 
Italy 4.5 Ukraine 10.3 
Switzerland 4.5 Serbia and Montenegro 13.3 
Cyprus 4,7 Bulgaria 13.3 
Luxembourg 5.0 Russian Federation 13.3 
Portugal 5.0 Romania 17.2 
Netherlands 5.0 Turkey 39.4 
Greece 5.1   
 
Japan 3.3 
Australia 5.3 
Canada 5.2 
Israel 5.3 
USA 6.9 
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 Table 3.  Hospital bed capacity and patient turnover data, 2004 
 
County 
Average bed 
complement in 
hospitals 
Total number of 
discharged 
patients 
Patients 
transferred to 
another ward in 
hospital 
Total number 
of hospital 
deaths  
Number of 
one-day 
cases 
Average 
length of stay 
(day) 
Bed occupancy 
rate  
(%) 
Mortality 
rate  
(%) 
 
Budapest 1549.0 73,960 2,908 182 2 5.32 69.37 0.25 
Baranya 240.0 9,562 289 41 0 5.81 63.24 0.43 
Bács-Kiskun 145.1 5,525 169 12 0 6.17 64.22 0.22 
Békés 173.0 6, 234 154 8 0 6.86 67.54 0.13 
Borsod-Abaúj-Zemplén 420.0 14,464 239 57 0 7.73 72.71 0.39 
Csongrád 229.0 10,715 358 51 0 5.82 74.36 0.48 
Fejér 136.8 5,646 81 12 0 5.20 58.65 0.21 
Győr-Moson-Sopron 103.9 4,639 94 20 0 6.04 73.73 0.43 
Hajdú-Bihar 275.0 14,368 1,033 19 0 5.85 83.52 0.13 
Heves 125.0 4,310 17 5 0 4.84 45.59 0.12 
Jász-Nagykun-Szolnok 173.0 6,435 98 7 0 5.42 55.11 0.11 
Komárom-Esztergom 102.0 4,486 4 3 0 5.20 62.50 0.07 
Nógrád  81.0 3,163 9 3 0 5.38 57.40 0.09 
Pest 124.0 5,470 6 3 4 5.24 63.15 0.05 
Somogy 213.0 11,431 96 1 1 5.08 74.42 0.01 
Szabolcs-Szatmár-Bereg 273.9 14,197 555 43 0 5.53 78.26 0.30 
Tolna 100.0 5,239 5 1 85 4.35 62.25 0.02 
Vas 90.0 4,899 28 12 0 5.38 80.02 0.24 
Veszprém 115.0 6,862 187 14 3 4.79 78.10 0.20 
Zala 150.0 5,445 231 8 0 5.97 59.23 0.15 
Hungary, total 4818.7 217, 050  6,561 502 95 5.61 69.01 0.23 
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 Table 4.  Community health visitor and school health visitor services by counties, October 2005 
 
 
County Community health visitor services 
School health 
visitor services 
 
Baranya 176 44 
Bács-Kiskun 217 49 
Békés 154 42 
Borsod-Abaúj-Zemplén 375 26 
Csongrád 182 36 
Fejér 185 14 
Győr-Moson-Sopron 173 42 
Hajdú-Bihar 227 42 
Heves 151 25 
Komárom-Esztergom 120 30 
Nógrád 93 14 
Pest 419 62 
Somogy 165 10 
Szabolcs-Szatmár-Bereg 270 58 
Jász-Nagykun-Szolnok 185 31 
Tolna 114 18 
Vas 123 25 
Veszprém 149 39 
Zala 140 30 
Budapest 492 205 
Hungary, total 4,110 842 
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